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Of 45 arthritic patients 
who were refractory 
to other corticosteroids* 


Y 


22 were successfully 
treated with Deeadron 


1. Boland, E. W., and Headley, N. E.: Paper read before the 
Am. Rheum. Assoc., San Francisco, Calif., June 21, 1958. 
2. Bunim, J. J., et al.: Paper read before the Am, Rheum. Assoc., 
San Francisco, Calif., June 21, 1958. 
*Cortisone, prednisone and prednisolone. 
DECADRON is a trademark of Merck & Co., Inc. 
Additional information on DECADRON is available to physicians on request. 
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A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 

The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 

of long pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 


Pines. This section is unexcelled for its healthful climate. 
Ample facilities are afforded for recreational and occupational therapy, particularly out- 


of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his problems and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff£ Sanitarium, Pinebluff, N. C. 


Malcolm D. sic M.D. Medical Director 


ATTENTION 
PHYSICIANS —RESIDENTS —and INTERNS 


Are you contemplating Opening a New Office Soon? 
We can equip your office complete 


The following on display ._. . 
Electrocardiographs Diagnostic Equipment 
Exomining & Treatment Laboratory Supplies 

Room Furniture Surgical Instruments 
Microwave Diathermy Fracture Equipment 
Ultrasonic Therapy Units Sterilizing Equipment 
Scientific Equipment and many other items 


We invite you to our stores. Let our SPECIALLY 
TRAINED PERSONNEL help you make your 
selection. SEE what you BUY, BEFORE you BUY 
IT. 
HAMILTON examining & treatment table 

Distributors of KNOWN BRANDS of PROVEN QUALITY 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


WINCHESTER SURGICAL SUPPLY CO. WINCHESTER-RITCH SURGICAL CO. 
119 East 7th Street Charlotte, N, C. 421 West Smith St. Greensboro, N. C. 
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SYRUP OF CHLORAL HYDRATE 


NEW RaALDRATE NOW SOLVES THE PROBLEM 
OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatable lime flavored 


chloral-hydrate syrup in each teaspoonful 


RAPID SEDATION WITHOUT HANGOVER 


JONES and VAUGHAN, Inc. ricumonp va. 


‘ 
f 


pended in distilled water in @ 
censtent temperature container 
(37°C) equipped with mechen- 
ical stirrer and pH electrodes. 
Hydrochtoric acid wes added as 
needed to maintain pH at 32.5, 
The volume of acid required was 
recorded at frequent interv nts a 
for one hour, 


Time in minutes 


GREATLY HEIGHTENED REACTIVITY 
to acid characterizes the action of New Creamalin Ant- 
acid Tablets.’® They act faster and longer than other 
leading tablets and neutralize considerably more acid.’ 
These tablets provide virtually the same effects as a 
liquid’ with the convenience of a tablet. New Creamalin 
tablets give faster, greater and more prolonged relief. 


NOT CONSTIPA TING, New Creamalin Antacid 


Tablets will not produce “acid rebound” or alkalosis. 
They have a pleasant taste. 


Creamalin, trademark reg. U. S. Pat. Off. 


EACH NEW CREAMALIN ANTACID 
TABLET contains 320 mg. of specially processed, 
highly reactive, short polymer dried aluminum hydrox- 
ide gel (stabilized with hexitol), with 75 mg. of mag- 
nesium hydroxide. 

Adult dosage: Gastric hyperacidity—2 to 4 tablets as neces- 
sary. Peptic ulcer or gastritis—2 to 4 tablets every two to 
four hours. Tablets may be chewed, swallowed whole with 
water or milk, or allowed to dissolve in the mouth. 


How Supplied: Bottles of 50, 100, 200 and 1000. 


1. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, (hj | | 


M. L.: J. Am. Pharm. A. (Scient. Ed.) 48:380, 

July, 1959. 2. Hinkel, E. T., Jr.; Fisher, M. P., 
and Tainter, M. L.: J. Am. Pharm. A. (Scient. LABORATORIES 
Ed.) 48:384, July, 1959. New York 18, N. Y. 


FOR PEPTIC ULCER + GASTRITIS - GASTRIC HYPERACIDITY 


4 
(PERGRAMOFINGREDIENTS) 
| Tablets were powdered and sis- 


tense 
and 

nervous 

patient 


relief comes fast and comfortably 


— does not produce autonomic side reactions 


— does not impair mental efficiency, 
motor control, or normal behavior 


— has not produced hypotension, Parkinson-like 
symptoms, agranulocytosis or jaundice 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets or as MEPROTABS* — 400 mg. unmarked, 
coated tablets. 
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meprobamate (Wallace) 


Fy) WALLACE LABORATORIES / New Brunswick, N. J. 
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relieves both stiffness and pain 
with safety... sustained effect 


In 100 consecutive patients with the low back syndrome, Kestler* 
reported that particularly gratifying was the ability of Soma “‘to relax 
muscular spasm, relieve pain, and restore normal movement, thus 


speeding recovery in a large majority of the patients.” 


RESULTS WITH SOMA IN THE LOW BACK SYNDROME* 


*Investigators’ reports to the Medical Department, Wallace Laboratories. (Total of 278 cases) 


NOTABLE SAFETY— extremely low toxicity; no known contraindications; side effects 


are rare; drowsiness may occur, usually at higher dosage 


RAPID ACTION — starts to act quickly SUSTAINED EFFECT—relief lasts up to 6 hours 
EASY TO USE — usual adult dosage is one 350 mg. tablet 3 times daily and at bedtime 


SUPPLIED —as white, coated, 350 mg. tablets, bottles of 50; also available for pediatric use: 
250 mg., orange capsules, bottles of 50 


I. Kestler, O.: In The Pharmacology and Clinical Usefulness of Carisoprodol, Wayne State University Press, Detroit, 1959. 2. Berger, 
F. M.; Kletzkin, M.; Ludwig, B. J.; Margolin, S., and Powell, L. S.: J. Pharm. Exp. Ther. 127 :66 (Sept.) 1959. 3. Spears, C. E. and 
Phelps, W. M.: Arch. Pediat. 76 :287 (July) 1959. 4. Phelps, W. M.: Arch. Pediat. 76:243 (June) 1959. 5. Friedman, A. P.; Frankel, 
K., and Fransway, R. L.: Papers presented at Scientific Meeting, New York State Society of Industrial Medicine, Inc., New York, 
Sept. 30, 1959. 6. Kuge, T.: Unpublished reports. 7. Ostrowski, J. P.: Orthopedics 2:7 (Jan.) 1960. 


Literature and samples on request 


Also available on request: The Pharmacology and Clinical Usefulness of Carisoprodol, Wayne 


(carisoprodol Wallace) 


State University Press, Detroit, 1959. (185 pages) 


WALLACE Lasoratories, New Brunswick, New Jersey 
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AND SPECIFIC 
FOR NIGHT 


CRAMPS 


: 
= 
if 
‘ 
: 


INCREASES AND MAINTAINS BLOOD FLOW FOR 10-12 HOURS 


UNUSUALLY GOOD’ VASODILATION Roniacol Timespan produced significant or complete relief of night cramps 
in a majority of patients.” Action: specific dilation of peripheral vessels.? Result: Roniacol increases blood 
flow to ischemic extremities.*~* 


ONE DOSE EFFECTIVE ALL NIGHT New, sustained-release Roniacol Timespan brings convenience and protection 
to your patients with night cramps—precludes interrupted sleep by providing nightlong prophylaxis 
with a single evening dose. 


NO CONTRAINDICATIONS—NEGLIGIBLE SIDE EFFECTS Unlike sympathetic blocking agents, Roniacol is selective— 
produces no Cardiac stimulation, no hypotension, no gastrointestinal stimulation*’”—may be used safely 
in the presence of gastritis, peptic ulcer or coronary disease. Of 264 patients on Roniacol Timespan, 
only thirteen experienced side effects—none of them major.” 


RONIACOL TIMESPAN for intermittent claudication, night cramps, cold hands and feet, in such 
peripheral vascular conditions as generalized or cerebral arteriosclerosis, Buerger’s disease, 
varicose and decubitus ulcers, Meniere’s syndrome’ and vertigo due to impaired 

cerebral circulation. 


DOSAGE: One or two Roniacol Timespan tablets in the morning and at night. 


SUPPLY: Tablets of 150 mg, bottles of 50. When prolonged effects are not desired, 
prescribe Roniacol Tartrate Tablets, 50 mg, or Roniacol Elixir, 50 mg per teaspoonful (5 cc). 


REFERENCES: 1. R. E. Sumner, Personal Communication. 2. Reports on File, Roche Laboratories. 

3. E. C. Texter, et al., Am. J. M. Sc., 224:408, 1952. 4. M. M. Fisher and H. E. Tebrock, 

New York J. Med., 53:65, 1953. 5. I. H. Richter, et al., New York J. Med., 51:1303, 1951. 6. C. M. Castro 
and L. De Soldati, Angiology, 4:165, 1953. 7. R. M. N. Crosby, Am. J. M. Sc., 225:61, 1953. 

8. J. Dosdos and G. E. Arnold, Eye Ear Nose & Throat Month., 38:1035, 1959. 


Roniacol® —brand of beta-pyridyl carbinol. Timespan® 
ROCHE LABORATORIES «© Division of Hoffmann-La Roche Inc * Nutley 10, N. J. 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in two or three 
days. She eats well, 
sleeps well and soon 
returns to her normal 
activities. 


Lifts depression... calms anxiety! 


Smooth, balanced action lifts depression as 
it calms anxiety.. and 


Balances the mood — no “seesaw” effect of amphetamine- Be 2 ise Ta | 
barbiturates and energizers. While amphetamines and en- 
ergizers may stimulate the patient — they often aggravate gee 
anxiety and tension. And although amphetamine-barbiturate { | { : 


combinations may counteract excessive stimulation — they CUMULATIVE | pecrenwin 


often deepen depression. IMPROVEMENT | | 


76.5% 


In contrast to such “seesaw” effects, Deprol lifts depression f | RATE 


as it calms anxiety — both at the same time. DEPROL «;s. PLACEBO 


(CROSS-OVER TECHNIC)* 
Acts swiftly — the patient often feels better, sleeps better, 
within two or three days. Unlike the delayed action of most SWITCHED TO 
other antidepressant drugs, which may take two to six weeks ! maceso 
to bring results, Deprol relieves the patient quickly — often 
within two or three days. 


Acts safely — no danger of liver damage. Deprol does not d | 

produce liver damage, hypotension, psychotic reactions or : ' 

changes in sexual function — frequently reported with other 

antidepressant drugs. 
{ 


PLACEBO 
GROUP “A™ 
? SWITCHED TO 


tRet.:MeClure et ai. (Am. Pract. & Digest Treat. 10:1525, Sept. 1959) 


Dosage: Usual starting dose is 1 tablet q.i.d, When necessary, this may be grad- ape Fa: Says ie 
ually increased up to 3 tablets q.id. Composition: 1 mg. 2-diethylaminoethyl 

benzilate hydrochloride (benactyzine HCl) and 400 mg. meprobamate. Supplied: w 

Bottles of 50 light-pink, scored tablets. Write for literature and samples. WW Wa N op eae Yee 
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DOES YOUR PRESENT ANTICHOLINERGIC 7 


The test—you might say the acid test—of an anticholinergic is simple: will 
it protect your patient from hyperacidity around the clock, even while he 
sleeps. The weakness of t.i.d. or q.i.d. preparations is well recognized; but 
even some “b.i.d.” encapsulations may be unreliable. McHardy, for instance, 
found a “widely variable duration of action, definitely less than that an- 
ticipated” in the “sustained,” “delayed,” and “gradual release” anticholiner- 
gics he studied.’ 


COMPARE THE DATA ON ENARAX...the new combination of an inherently 
long-acting anticholinergic (oxyphencyclimine) and Atarax, the non-secretory <== 
tranquilizer. Note the effectiveness of oxyphencyclimine: 


OBSERVE THE OXYPHENCYCLIMINE REPORTS... 

McHardy: “[Oxyphencyclimine] has proved to be an excellent sustained- 
action anticholinergic in our study of this agent over a period of 
eighteen months.”" 

Kemp: “...for the majority of patients, one tablet every 12 hours pro- 
vided adequate control. This characteristic long action...may 
constitute an advantage of this drug as compared to coated 
‘long-acting’ preparations of other compounds.’” 


Add Atarax to this 12-hour anticholinergic. The resulting combination — 
ENARAX — now gives relief from emotional stress, in addition to a reduction 
of spasm and acid. Atarax does not stimulate gastric secretion. No serious 
adverse clinical reaction has ever been documented with Atarax. 


LOOK AT THE RESULTS WITH ENARAX‘*: 
Does the medication you now prescribe assure you of all these benefits? 


If not, why not put your next patient with peptic ulcer or G.I. dysfunction 
on therapy that does. 


(oxyphencyclimine plus ATARAX®) A SENTRY FOR THE G.I. TRACT 


| 
| Sy 
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S CONTROL OF ACID SEORETION 


MIDNIGHT 


“Prolonged periods of achiorhydria” after 10 mg. oxyphencyclimine q. 12 h.’ 
MEAN GRAPH OF GASTRIC ACIDITY IN 4 PATIENTS RECEIVING 
COMPLETE THERAPEUTIC REGIMEN + 24-HOUR STUDY 


tincture of belladonna h 
i] 10 mg. oxyphencyclimine g.12 h 


y 


8 8 
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FREE ACIO. IN CLINICAL UNITS 
8 8 


Clinical Diagnosis: Peptic Ulcer — Gastritis — Gastro- 
enteritis — Colitis — Functional Bowel Syndrome —Duo- 
denitis—Hiatus Hernia (symptomatic)—Irritable Bowel 
Syndrome—Pylorospasm—Cardiospasm—Biliary Tract 
Dysfunctions—and Dysmenorrhea. 

Clinical Results: Effective in over 92% of cases. 

As for Safety: “Side reactions were uncommon, usu- 
ally no more than dryness of the mouth... .’ 


Each ENARAX tablet contains: 

Oxyphencyclimine HCI 10mg. 
Hydroxyzine (ATARAX®) 25 mg. 
Dosage: One-half to one tablet twice daily — preferably in 
the morning and before = The maintenance 
should be adjusted according to therapeutic response. 
Use with caution in patients with prostatic hypertrophy 
and with ophthalmological supervision only in glaucoma. 
Supplied: In bottles of 60 black-and-white scored tablets. 
References: 1. McHardy, G., et al.: J. Louisiana M. Soc. 
111:290 (Aug.) 1959. 2. Steigmann, F.: Study conducted 
at Cook County Hospital, C icago, I\linois, in press. 3. 
Kemp, J. A.: Antibiotic Med. & Clin. Therapy 6:534 (Sept.) 
1959. 4. Leming, B. H., Jr.: Clin. Med. 6:423 (Mar.) 1959. 
5. Data in Roerig Medical Department files. 
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Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being™ 


4 
PROVIDE 
i 
rT ¢ 
- 
j 
2 A.M. 
+ 
| 
4 
- 
@ 
7 


T | 
4 bring’s reassurance 


hydroxyzine pamoate 


VISTARIL has been found to be a remarkably effective aid to preanes- 
thetic medication. Its “mild but definite tranquilizing action” quickly 
calms anxious, fearful children. 


Steiner, L., Webb, C., and Adriani, J.: The Preoperative 
Sedation of Children, Presented before the Southern 
Society of Anesthesiologists, Annual Meeting, April 23-25, 
1959, Birmingham, Alabama. 


Oral Suspension—25 mg. per 5 cc. teaspoonful. Capsules—25, 50 and 100 mg. Parenteral 
Solution (as the HC]l)—25 mg. per cc., 10 cc. vials and 2 cc. Steraject® Cartridges; 50 mg. 
per cc., 2 cc. ampules. 


Professional literature is available on request from the Medical Department. 


Pfizer) Science for the world’s well-being™ PFIZER LABORATORIES, Brooklyn 6, N.Y 


when a child dreads 
| 


after milk and rest, why Donnalate? 


Once you’ve prescribed milk and rest for @ peptic ulcer patient, Donnalate 
may be the best means for fulfilling his therapeutic regimen. This is because 
Donnalate combines several recognized agents which effectively complement 
each other and help promote your basic plan for oe A single tablet also 
simplifies are: taking. 


in Donnalate: afminoacetate affords more con- 


sistent neutralization than can diet alone, Phenobarbital improves the pos- 
sibility of your patient’s resting as you teld him to. * Belladonna alkaloids 
reduce GI spasm and gastric secretion. An@ by decreasing gastric peristalsis, 
they enable the antacid to remain in the Stomach longer. 

Each Donnalate tablet equals one Robalate® fablet plus one-half Donnatal® 
tablet: Dihydroxyaluminum aminoacetate, WN. F., 0.5 Gm.; Phenobarbital (4% 
gr.), 8.1 mg.; Hyoscyamine sulfate, 0.0519 me; Atropine sulfate, 0.0097 
-mg.; Hyoscine hydrobromide,. 0.0033 


Donnalate™ 20, VIRGINIA 
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The first synthetic penicillin 
available 
for general clinical use 


FOR YOUR NEXT PATIENT WHERE PENICILLIN IS INDICATED 


PEAK BLOOD ORAL ROUTE PROVIDES IMPROVED 
LEVELS HIGHER INITIAL PEAK ANTIBIOTIC 
HIGHER THAN BLOOD LEVELS THAN ACTION FROM 
POTASSIUM INTRAMUSCULAR ISOMERIC 


PENICILLIN V PENICILLIN G COMPLEMENTARITY 


Reg 
; 
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CONSIDER THESE 6 IMPORTANT THERAPEUTIC ATTRIBUTES OF 


ANTIBIOTIC 
ACTIVITY 
DIRECTLY 
PROPORTIONAL 
TO ORAL DOSE 


potassium phenethicillin (POTASSIUM PENICILLIN-152) 


REDUCED 

RATE OF 
INACTIVATION 
BY STAPH 
PENICILLINASE 


SOME STAPH 
STRAINS MORE 
SENSITIVE TO 
SYNCILLIN 

IN VITRO 
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FOR HIGHLY EFFECTIVE THERAPY 
OF THE LARGE VARIETY OF INFECTIONS 
CAUSED BY SUSCEPTIBLE PATHOGENS...NEW 


The antibiotic effect of the clinically available mix- 
ture, SYNCILLIN, is greater than that of either of its 
pare two component isomers alone against many im- 
action of isomers 

portant pathogens, including some penicillin- 
im SYNCILLIN  gesistant staphylococci. This phenomenon has been 
described as /someric Complementarity. 


Significance of 
complementary 


Significance of Higher blood levels may be of value with organ- 
higher blood isms of only moderate penicillin sensitivity where 
. doubling the blood concentration may be essential 
levels with for effective bactericidal action. In addition, these 
SYNCILLIN higher levels may be necessary where there is 
infection in areas with a poor blood supply. 
Under these circumstances a higher blood concen- 
tration may provide the increased diffusion pres- 
sure required to deliver adequate amounts to the 
tissue. Also, antibiotic activity of SYNCILLIN is 
directly proportional to oral dosage. Increasing 
the dosage may, therefore, enhance the drug’s 

effectiveness in certain cases. 


on » Studies have shown that SYNCILLIN is effective in 

SYNCILLIN a higher o 

std wien staph” strains, than penicillin G and penicillin 

against staphylococci V3.2 Therefore, if clinical judgment indicates the 

and other use of penicillin, SYNCILLIN might be expected to 

resistant orga nisms be somewhat more effective. However, since some 

strains are still resistant to SYNCILLIN as well as to 

the other penicillins, cultures and sensitivity tests 

should be performed where indicated by clinical 
judgment. 


There have recently been reports of decreased 
efficacy of penicillin in streptococcal* and gono- 
coccal** infections. The emergence of penicillin- 
resistant gonococci appears to be associated with 
an increase in the incidence of gonorrhea all 
over the world. When a less sensitive strain is 
encountered the higher blood levels produced by 
SYNCILLIN may be most helpful. 


major therapeutic advantages accompany 


molecular asymmetry 
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Relation of 
intermittent 
high blood levels 
of SYNCILLIN 
to antibacterial 
efficacy 


Reduced rate of 
inactivation 

of SYNCILLIN 
by staph 
penicillinase 


SYNCILLIN, like all clinically available penicillins, 
is bactericidal. Periodic high blood concentrations 
may be sufficient to permit complete eradication of 
sensitive pathogens. According to Eagle,® “Soon 
after penicillin attains effective concentrations, the 
bacteria cease multiplying: and the bacteriostatic 
effect persists for a number of hours after penicil- 
lin has fallen to concentrations that are wholly 
ineffective. ... The therapeutic significance of this 
postpenicillin recovery period is enhanced by the 
fact that the recovering bacteria, damaged but not 
killed by the previous exposure to penicillin, are 
abnormally susceptible to the host defenses. In 
consequence, the bactericidal process in vivo con- 
tinues for many hours after the drug itself has 
fallen to ineffective concentrations.” 


Bacterial resistance to penicillin has been attrib- 
uted to the action of penicillin-inactivating enzymes 
produced by the invading organisms. SYNCILLIN 
is less affected by staphylococcal penicillinase 
than either of its component isomers. Further, 
SYNCILLIN is shown to be more slowly inactivated 
by this enzyme than penicillin V or penicillin G. 
Penicillinase from B. cereus likewise inactivates 
SYNCILLIN less rapidly than penicillin V or G. 


Indications: SYNCILLIN is recommended in the treatment of 
infections caused by pneumococci, streptococci, gonococci, cory- 
nebacteria, and penicillin-sensitive staphylococci. In addition, 
SYNCILLIN is effective in vitro against certain strains of staph- 
ylococci resistant to other penicillins. SYNCILLIN, like other oral 
penicillins, is not recommended at the present time in deep- 
seated or chronic infections, subacute bacterial endocarditis, 
meningitis, or syphilis. 

Dosage: 125 mg. or 250 mg. three times daily, depending on the 
severity of infection. Larger doses (e.g., 500 mg. t.i.d.) may be 
used for more severe infections. SYNCILLIN may be administered 
without regard to meals. Beta hemolytic streptococcal infections 
should be treated with SYNCILLIN for at least ten days. 


potassium phenethicillin (POTASSIUM PENICILLIN-152) 


Precautions: At the present time it 
is not possible to draw definite 
conclusions regarding the incidence of 
allergenicity to SYNCILLIN or its 
cross-allergenicity with natural 
penicillins. Therefore, the usual 
precautions for oral penicillin therapy 
should always be observed. Patients 
with histories of asthma, hay fever, 
urticaria, or previous reactions to 
penicillin should be watched with 
special care. Administration of oral 
penicillin, in rare instances, may 
provoke acute anaphylaxis, 
particularly in penicillin-sensitive 
individuals. 

Diarrhea has been reported 
occasionally following heavy dosage. 
If this occurs, lengthen the interval 
between dosages. 

If superinfection occurs during 
therapy, appropriate measures should 
be taken. Since some strains of staphy- 
lococci are resistant to SYNCILLIN 

as well as to other penicillins, cultures 
and sensitivity tests should be 
performed where indicated by clinical 
judgment. As is true with all 
antibiotics, clinical response does not 
always correlate with laboratory 
bacterial sensitivity reports. 

Supply : 125 and 250 mg. tablets, 
bottles of 25 and 100. 125 mg. powder 
for oral solution, 60 ml. vials. 
References: 1. Wright, W. W.: 
Microbiology Report to Bristol 
Laboratories Inc. 2. Morigi, E. M. E.; 
Wheatley, W. B., and Albright, H.: 

Paper presented at the Seventh Antibiotic 
Symposium, November 4-6, 1959, 
Washington, D.C. 3. Editorial: New 
England J. Med. 261 :305 (Aug. 6) 1959. 
4. King, A.: Lancet 1 :651 (March 29) 
1958. 5. Epstein, E.: J.A.M.A. 1691055 
(March 7) 1959. 6. Eagle, H. and 
Musselman, A. D.: J. Bact. 58 :475, 1949. 


(oustou) ” BRISTOL LABORATORIES, Division of Bristol-Myers Company, SYRACUSE, NEW YORK 
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When you want to reduce serum cholesterol 
and maintain it at a low level, is medication more 
s realistic than dietary modifications? 


Maintenance of lowered cholesterol concentration in the blood 

is a life-long problem. It is usually preferable, therefore, 

to try to obtain the desired results through simple 

dietary modification. This spares the patient added expense 
a and permits him meals he will relish. 


The modification is based on a diet to maintain 
optimum weight plus a judicious substitution 
of the poly-unsaturated oils for the saturated fats. 
One very simple part of the change is to cook the 
selected foods with poly-unsaturated Wesson. 
In the prescribed diet, this switch in type of fat 
will help to lower blood serum cholesterol and 
help maintain it at low levels. The use of Wesson 
: permits a diet planned around many favorite 
~ and popular foods. Thus the patient finds it a 
pleasant, easy matter to adhere to the prescribed course. 


Wesson satisfies the most exacting appetites. To be 
effective, a diet must be eaten by the patient. The 
majority of housewives prefer Wesson particularly by 
the criteria of odor, flavor (blandness) and lightness of 


Where a vegetable (salad) oil is medically recom- 
mended for a cholesterol depressant regimen, Wesson 
is unsurpassed by any readily available brand. 


Uniformity you can depend on. Wesson has a poly- 


unsaturated content better than 50% . Only the lightest 
cottonseed oils of highest iodine number are selected 
for Wesson. No significant variations are permitted in 


the 22 exacting specifications required before bottling. 


color. (Substantiated by sales leadership for 59 years 
and reconfirmed by recent tests against the next 
leading brand with brand identification removed, among 
a national probability sample.) 
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April, 1960 ADVERTISEMENTS 


Chicken, grilled with homemade 
Wesson barbecue sauce, is low in 
saturated fat—and delicious eating. 
It gives longer lasting satisfaction. 


Wesson’s Important Constituents 
Wesson is 100% cottonseed oil . . . 
winterized and of selected quality 
FREE Wesson recipes, available in Linoleic acid glycerides (poly-unsaturated) 50-55% 
quantity for your patients, show how to Oleic acid glycerides (mono-unsaturated) 16-20% 


prepare meats, seafoods, vegetables, salads Total unsaturated 70-75% 
and desserts with poly-unsaturated Palmitic, stearic and myristic glycerides (saturated) 25-30% 
vegetable oil. Request quantity needed from Phytosterol (predominantly beta sitosteral) 0.3-0.5% 
The Wesson People, Dept. N., Total tocopherols 0.09-0.12% 

210 Baronne St., New Orleans 12, La. Never hydrogenated—completely salt free 
Each pint of Wesson contains 437-524 Int. Units of Vitamin E 
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as reactive in tablet form... 


The superiority of Alglyn (dihydroxy aluminum amino- Supplied in bottles of 100 0.5 Gm. tablets. Also as 


Dihydroxy alumi i tat 


acetate) as an antacid over ordinary aluminum prepara- Belglyn® (with belladonna), and as Malglyn® (with 
tions is quite pronounced. Not only do Alglyn Tablets belladonna and phenobarbital). Literature available upon 
act as rapidly as aluminum hydroxide gels and magmas, request. 


but they maintain a much more effective pH for a longer 
time (see chart). 


Furthermore, Alglyn Tablets are decidedly superior when 


antacid-belladonna therapy is indicated. Ordinary alu- 
minum preparations may actually adsorb as much as 


80% of the spasmolytic drug, as compared to only 7% 


for Alglyn Tablets. In addition, Alglyn contains no 


sodium and Jess aluminum. Be 


BRAYTEN PHARMACEUTICAL COMPANY Chattanooga 9, Tennessee 


BRAYTEN 
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meprobamate with PATHILON® tridihexethyi chloride Lederie 


greater flexibility in the contro/ of tension, hypermotility 
and excessive secretion in gastrointestinal dysfunctions 


PATHIBAMATE combines two highly effective and well-toler- 
ated therapeutic agents: 
mebrobamate (400 mg. or 200 mg.) widely accepted tranquilizer and... 


PATHILON (25 mg.)—anticholinergic noted for its peripheral, atropine-like 
action, with few side effects. 


The clinical advantages of PATHIBAMATE have been confirmed by nearly 
two years’ experience in the treatment of duodenal ulcer; gastric ulcer; 
intestinal colic; spastic and irritable colon; ileitis; esophageal spasm; 
anxiety neurosis with gastrointestinal symptoms and gastric hypermotility. 


Two dosage strengths — PATHIBAMATE-400 and PATHIBAMATE- 200 
facilitate individualization of treatment in respect to both the degree of 
tension and associated G.!. sequelae, as well as the response of different 
patients to the component drugs. 


Supplied: paTHiIBAMATE-400 — Each tablet (yellow, 1/2-scored) contains 
meprobamate, 400 mg.: PATHILON tridihexethy! chloride, 25 mg 
PATHIBAMATE-200 — Each tablet (yellow. coated) contains mep- 
robamate, 200 mg.; PATHILON tridihexethy! chloride, 25 mg 


Administration and Dosage: PATHIBAMATE-400 —1 tablet three times a day at mealtime and 


2 tablets at bedtime. 
PATHIBAMATE-200 —1 or 2 tablets three times a day at mealtime 
and 2 tablets at bedtime. 
Adjust to patient response. 

Contraindications: glaucoma; pyloric obstruction, and obstruction of the urinary bladder 
neck. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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Thanks to your promp 
treatment and the 
smooth action of Deprol, 
your patient’s depres- 
sion is relieved and her 
anxiety calmed—often in 
two or three days. She 
eats properly, sleeps 
well, and her depression 
no longer complicates 
your basic regimen. 


Balances the mood—no “seesaw” effect of 
amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers 
may stimulate the patient — they often 
aggravate anxiety and tension. And 
although amphetamine-barbiturate combi- 
nations may counteract excessive stimula- 
tion — they often deepen depression. 


In contrast to such “seesaw” effects, Deprol 
lifts depression as it calms anxiety. 


this may be gradually increased up to 3 tablets q.i.d. 


(benactyzine HCl) and 400 mg. meprobamate. 


literature and samples. 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 


Supplied: Bottles of 50-light-pink, scored tablets, Write for 


Lifts depression...as it calms anxiety! 


For pregnant, postpartum and menopausal patients — 
a smooth, balanced action that lifts depression 
as it calms anxiety...rapidly and safely 


Acts swiftly—the patient often feels better, 


sleeps better, within two or three days. 
Unlike most other antidepressant drugs, 


Deprol relieves the patient quickly — often 
within two or three days. 


Acts safely—no psychotic reactions, 

Deprol does not cause hypotension, tachy- 
cardia, jitteriness, or liver toxicity. It can 
be safely administered with basic therapy. 


“Deprol* 


‘Wy WALLACE LABORATORIES 


Composition: 1 mg. 2-diethylaminoethy!] benzilate hydrochloride 


New Brunawick, N. J. 
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When blood pressure must come down 


When you see symptoms of hypertension such as dizziness, headache, and fainting your patient is 
a candidate for Serpasil-Apresoline. Even when single-drug therapy fails, Serpasil-Apresoline fre- 
quently can bring blood pressure down to near-normal levels, reduce rapid heart rate, allay anxiety: 


suppuiep: Tablets #2 (standard-strength, scored), each containing 0.2 mg. Serpasil and 50 mg. Apresoline hydro- 
chlorid~; Tablets #1 (half-strength, scored), each containing 0.1 mg. Serpasil and 25 mg. Apresoline hydrochloride. 


SERPASIL-APRESOLINE 


_ SUMMIT, N. J. 
2/2 hydrochloride (reserpine and hydralazine hydrochloride cisa) 
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Rapid peak attainment — for early control — 
KYNEX® Sulfamethoxypyridazine reaches peak 
plasma levels in 1 to 2 hours'? . . . or approximately 
one-half the time of other once-a-day sulfas.? Unin- 
terrupted control is then sustained over 24 hours with 
the single daily dose . . . through slow excretion with- 
out renal alteration. 


High free levels — for dependable control — 
More efficient absorption delivers a higher percentage 
of sulfamethoxypyridazine — averaging 20 per cent 
greater at respective peaks than glucuronide-conver- 
sion sulfas.* Of the total circulating levels, 95 per cent 
remains in the fully active, unconjugated form even 
after 24 hours. 


when 
sulfa 
Is your 
plan of 
therapy... 


pharmacologically and clinically the outstanding 


Extremely low toxicity* ... only 2.7 per cent 
incidence in recommended dosage — Typical of 
KY NEX relative safety, toxicity studies’® in 223 
patients showed TOTAL side effects (both subjective 
and objective) in only six cases, all temporary and 
rapidly reversed. Another evaluation‘ in 110 patients 
confirmed the near-absence of reactions when given 
at the recommended dosage. High solubility of both 
free and conjugated product® obviates renal compli- 
cations. No crystalluria has been reported. 


Successful against these organisms: strepto- 
cocci, staphylococci, E. coli, A. aerogenes, paracolon 
bacillus, Gram-negative rods, pneumococci, diphthe- 
roids, Gram-positive cocci and others. 


‘ — 
3 
1. Boger, W. P.; Strickland, C. S., and Gylfe, J. M.: Antibiotic Med. & Clin. Ther. 3:378, (Nov.) 1956. 2. Boger, W. P.: Antibiotics Annual : 1a 
R 1958-1959, New York, Medical Encyclopedia, Inc., 1959, p. 48. 3. Sheth, U. K.; Kulkarni, B. S., and Kamath, P. G.: Antibiotic Med. & Clin. : me 
: Ther. 5:604 (Oct.) 1958. 4. Vinnicombe, J.: Ibid. 5:474 (July) 1958. 5. Anderson, P. C., and Wissinger, H. A.: U. S. Armed Forces M. J. 10:1051 ; 
mt (Sept.) 1959. 6. Roepke, R. R.; Maren, T. H., and Mayer, E.: Ann. New York Acad. Sc. 60:457 (Oct.) 1957. 


once-a-day sulfa... 


NOTE: Investigators note a tendency of some patients to 
misinterpret dosage instructions and take KYNEX on the 
familiar q.i.d. schedule. Since one KYNEX tablet is equiva- 
lent to eight to tweive tablets of other sulfas, even mod- 
erate overdosage may produce side effects. Thus, the 
single dose schedule must be stressed to the patient. 


KYNEX Tablets, 0.5 Gm., bottles of 24 and 100. Dosage: 
Adults, 0.5 Gm. (1 tablet) daily, following an initial first 
day dose of 1 Gm. (2 tablets). 


KYNEX Acetyl Pediatric Suspension, cherry-flavored, 250 
mg. sulfamethoxypyridazine activity per teaspoonful (5 cc.). 
Bottles of 4 and 16 fl. oz. Recommended Dosage: Children 
under 80 Ibs.: 1 teaspoonful (250 mg.) for each 20 Ib. body 
weight, the first day, and 42 teaspoonful per 20 Ib. per day 
thereafter. For children 80 Ibs. and over: 4 teaspoonfuls 
(1.0 Gm.) initially and 2 teaspoonfuls daily thereafter. Give 
immediately after a meal. 


Sulfamethoxypyridazine Lederle 


NEW —for acute G.U. infection AZO-KYNEX® Phenylazodiaminopyridine HC! —‘Sulfa- 
methoxypyridazine Tablets, contains 125 mg. KYNEX in the shell with 150 mg. 
phenylazodiaminopyridine HCI in the core. Dosage: 2 tablets q.i.d. the first day; 
1 tablet q.i.d. thereafter. 


LEDERLE LABORATORIES, a: Division of AMERICAN CYANAMID COMPANY, Pearl River, New York @@aaaa 
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’round-the-clock relief 
of Duodenal Ulcers 
and other G.I. disturbances 9 


with 


exyphencyclimine HCI, 10 mg. 


b.1.d. 


“Good symptomatic responses were seen in 91 of 96 
[ patients} treated for periods up to one year with aver- 
age doses of 10 mg. twice daily.” 

“({Daricon] appears to be a valuable agent... for day- 


to-day maintenance of all peptic ulcer patients.” 
Winkelistein, A.: Am. J. Gastroenterol. 32-66-70 (July) 1959. 


Additional information is available on request from the 
Medical] Department, Pfizer Laboratories, Brooklyn 6, N. 


(Pfizer) Science for the world’s well-being™ 
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Clinical reports on 
LOW BACK PAIN 
show that 


a true “tranquilaxant,” = 


keeps the patient 
on the job 


LUBRICATIO 


— 
. 
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relaxes skeletal muscle 
spasm so the patient 
can continue to work 


Clinical experience shows that Trancopal will en- 
able your patients with low back pain to keep 
going strong. Lichtman! reports that 310 of his 
331 patients treated with Trancopal obtained 
satisfactory relief. These patients were suffering 
from low back pain, stiff neck, postoperative 
muscle spasm or other skeletal muscle spasms 
associated with trauma, bursitis, osteoarthritis 
and rheumatoid arthritis. Mullin and Epifano? 
reported that Trancopal brought relief to all of 39 
patients with skeletal muscle spasm. In these 
patients, who had suffered from trauma, bursitis, 
rheumatoid arthritis, osteoarthritis, and interver- 
tebral disc syndrome, the effect of Trancopal was 
"excellent and prompt .. Gruenberg? ob- 
tained marked relief with Trancopal in 258 of 304 
patients with low back pain, torticollis, arthritis 
and other conditions associated with skeletal 
muscle spasm. Moderate relief was obtained in 
an additional group of 28 patients. Trancopal is 
a true ‘‘tranquilaxant’’ because ‘‘It combines the 
properties of tranquilization and skeletal muscle 
relaxation with no concomitant change in normal 
consciousness.’’* Side effects have been few and 
minor — and in no case were they serious enough 
to warrant discontinuing the use of Trancopal.! 
“‘Trancopal is exceptionally safe for clinical use.’’? 


: 
* 


relieves anxiety and tension so the patient can carry on 


Musculoskeletal disorders 


Low back pain (lumbago) 


Neck pain (torticollis) 
Bursitis 

Fibrositis 

Myositis 


Dosage: Adults, 100 or 200 mg. orally three or 
four times daily. Relief of symptoms generaily 
occurs promptly and lasts from four to six hours. 


Trancopal is also an effective agent for patients in anxiety and tension states. Accord- 
ing to recent clinical reports,!. it calms the patients but allows them to continue their 
work or other activity. Indeed, Lichtman found that his patients with anxiety ‘'. . . were 
in many instances able to continue their normal activities where previously they had 
been considerably restricted . . .""! He observed that Trancopal brought good to excel- 
lent relief to 114 of 120 patients in anxiety states. Ganz,® who noted good to excellent 
relief in 32 of 35 patients with globus hystericus, and in his entire series of 100 patients 
in anxiety or tension states, comments: ‘‘Chlormethazanone [Trancopall, by relieving 
the psychogenic symptoms, allows the patient to use his energies in a more productive 
manner in overcoming his basic problems.’’5 

Relieves dysmenorrhea — Trancopal has also proved to be a useful medication in the 
treatment of patients with dysmenorrhea,':4.® probably producing its effect ‘'. . . by 
means of a combination of muscle relaxant and tranquilizing actions.’’4 


Indications 


Psychogenic disorders 
Dysmenorrhea 
Premenstrual tension 
Anxiety and tension states 


Ankle sprain, tennis elbow 
Osteoarthritis 
Rheumatoid arthritis 


Disc syndrome Asthma 
Postoperative muscle spasm Angina pectoris 
Alcoholism 


How Supplied: Trancopal Caplets® 100 mg. 
(peach colored, scored) and 200 mg. (green 
colored, scored), bottles of 100. 


References: 1. Lichtman, A. L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 2. Mullin, W. G., and Epifano, Leonard: Am. Pract. & Digest Treat. 


10:1743, Oct., 1959. 3. Gruenberg, Friedrich: Current Therap. Res. 2:1, Jan., 1960. 4. Shanaphy, J. F.: Current Therap. Res. 1:59, Oct., 1959. 
5. Ganz, S. E.: J. Indiana M. A. 52:1134, July, 1959. 6. Stough, A. R.: J. Oklahoma M. A. 52:575, Sept., 1959. 


Laboratories « New York 18, New York 


PROFESSIONAL MODELS USED FOR PHOTOGRAPHS 
TRANCOPAL IBRAND OF CHLORMEZANONE) AND CAPLETS, TRADEMARKS REG. U.S. PAT. OFF. 
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clinical reports on anxiety show that 


quiets the psyche but leaves the patient alert 


**’.. TRANCOPAL is a most valuable drug for relieving tension, 
apprehension and various psychogenic states.’’5 
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it. Started 
aS a 


“eold” 


Otitis, tonsillitis, adenitis, sinusitis, 


pneumonitis develops as a serious bacterial complicat io 
in about one in eight cases of acute upper respiratory 
infection.' To protect and relieve the “cold” 


Usual dosage: 2 tablets or teaspoonfuls auid., (equiv 
tetracycline). Each TABLET contains: ACHROMYCIN® 
(125 mg.); phenacetin (120 mg.); caffeine (30 mg.); 

_ salicylamide (150 chlorothen citrate (25 
SYRUP (lemon-lime flavored), 


1. Based on estimate by Van Vo 


of u. and relieve the 
symptom complex 
Geterle) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York ; 
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...well tolerated when 


...a highly potent, used on a properly individ- 
bactericidal antibiotic ualized dosage schedule 
for combating staph and which does not induce 
gram negative infections excessive blood levels 


“In many instances its effect has been dramatic and life saving...”’ 


“Six of the patients who survived were considered to be terminally ill at the time 
kanamycin was started but showed dramatic improvement and eventual complete 
recovery.” 

.. indeed, the results [with kanamycin] are the most remarkable ever achieved 
with otherwise fatal staphylococcal infections that we have ever seen.’”’ 


“There appears to be no doubt that kanamycin has been lifesaving in those in- 
stances in which organismal resistance precludes the use of other antimicrobials.’” 


Information on dosage, administration and precautions 
contained in package insert or available on request. 


SUPPLY: KanTrex Injection, 0.5 Gm. kanamycin (as sulfate) in vial containing 2 ml. volume. 
KANTREX Injection, 1.0 Gm. kanamycin (as sulfate} in vial containing 3 ml. volume. 


REFERENCES: 1. Yow, E. M.; Practitioner 182;759, 1959. 2. Yow, M. D., and Womack, G. K.: Ann. N. Y. Acad. Sci, 76:363, 
1958. 3. Bunn, P. A., Baltch, A., and Krajnyak, O.: Ibid. 76:109, 1958. 4. Council on Drugs, J.A.M.A. 172:699, 1960. 
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THE 


REALMS 
OF THERAPY 


BEST 


ATTAINED 


WITH 


TARAX 


(brand of hydroxyzine) 


Special Advantages 


unusually safe; tasty syrup, 
10 mg. tablet 


record of effectiveness—over 200 labora- 


Supportive Clinical Observation 


“.,, Atarax appeared to reduce anxiety 
and restlessness, improve sleep pat- 
terns and make the child more amen- 
able to the development of new pat- 
terns of behavior....” Freedman, A. 
M.: Pediat. Clin. North America 5:573 
(Aug.) 1958. 


tory and clinical papers from 14 countries. 

Widest latitude of safety and flexibility—no serious 
adverse clinical reaction ever documented. 
Chemically distinct among tranquilizers—not a pheno- 
thiazine or a meprobamate. 

Added frontiers of usefulness—antihistaminic; mildly 
antiarrhythmic; does not stimulate gastric secretion. 


-..and for additional evidence 


Bayart, J.: Acta paediat. belg. 
10:164, 1956. Ayd, F. J., Jr.: Cal- 
ifornia Med. 87:75 (Aug.) 1957. 
Nathan, L. A., and Andeiman, M. 
M. J. 112:171 (Oct.) 
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well tolerated by debilitated 
patients 


. seems to be the agent of choice 
in patients suffering from removal dis- 
orientation, confusion, conversion hys- 
teria and other psychoneurotic condi- 
occurring in old age.”’ Smigel, 
b. et al.: J. Am. Geriatrics Soc. 
7: 1 ‘Uan.) 1959. 


Settel, E.: Am. Pract. & Digest 
Treat. 8:1584 (Oct.) 1957. Negri, 
a Minerva med. 48:607 (Feb. 

21) 1957. Shalowitz, M.: Geri- 
atrics 11:312 (July) 1956. 


é 


useful adjunctive therapy for 
asthma and dermatosis; par- 
ticularly effective in urticaria 


“All [asthmatic] patients reported 
greater calmness and were able to 
rest and sleep better...and led a 
more normal life....!n chronic and 
acute urticaria, however, hydroxyzine 
was effective as the sole medica- 
ment.” Santos, |. M., and Unger, L.: 
Presented at 14th Annual Congress, 
American College of Allergists, Atlan- 
tic City, New Jersey, April 23-25, 1958. 


Eisenberg, B. C.: J.A.M.A. 169:14 
(an. 3) 1959. Coirault, R., et al.: 
1956. ie nso 

South. M 50: jock’) 1987, 


yPEREMOTIVE 
WYPEREMOT 

ADULTS 


does not impair mental acuity 


‘... especially well-suited for ambula- 
tory neurotics who must work, drive 
a car, or operate machinery.” Ayd, F. 
J., Jr.: New York J. Med. 57:1742 (May 
15) 1957. 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


Sores, R. C., Jr.: J. Florida M. 
A. 45:549 (Nov.) 1958. Menger, 
H. C.: New York J. Med. 58:1684° 
(May 15) 1958. Farah, L.: Inter. 
oe Rec. Med. 169:379 (June) 


SUPPLIED: Tablets, 10 mg., 25 
mg., 100 mg.; bottles of 100. 
Syrup (10 mg. per tsp.), pint 
bottles. Parenteral Solution: 25 
mg./cc. in 10 cc. multiple-dose 
vials; 50 mg./cc. in 2 cc. am 
pules. 
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Brighter Financial Prospects For Senior Citizens 


G. WARFIELD Hosss, III* 


NEW YORK 


Merely because | am a _ Wall Street 
Banker many people might think I am 
violently opposed to the Forand Bill, which 
is aimed at providing medical services for 
elderly people under government jurisdic- 
tion. On the other hand, those who know 
me as chairman of the National Committee 
on the Aging are inclined to believe | am 
in favor of the Forand Bill. 

Neither assumption is entirely correct. 
As an orthodox and somewhat conservative 
economist, I instinctively shy away from 
most intrusions of government into the 
everyday working lives of people. 


I am not so backward nor naive, how- 
ever, that I fail to realize that as we be- 
come more densely populated, more indus- 
trialized, and consequently more _ interde- 
pendent, the government must necessarily 
establish more and more ground rules for 
playing the game of life. 

No part of this game is more vital than 
that of health. My observations as a socio- 
economist reveal four major points in the 
health area: 

1. Superb medical care and knowledge is 
available from our very superior medical 
profession. 

2. Elderly people need more medical care 
on the average than do younger people. 

3. Elderly people on the average are less 
able than younger people to pay for med- 
ical care. 

4. To date the federal government has 
imposed few restrictions or compulsory 
ground rules upon the medical profession. 
There is still plenty of opportunity to re- 
solve whatever problems exist within the 
framework of private enterprise. 


*Chairman of the National Committee on the Aging and 
Vice President of the First National City Bank of New York. 


The word “problem” is here used delib- 
eratelv, because there is a problem, and we 
must face it. I am speaking of our problem, 
the provision of adequate medical care for 
a large and increasing part of our popula- 
tion—namely, the aged. I am speaking of 
their problem, the dreaded possibility of 
becoming the indigent aged — charity 
patients—through having lifetime savings 
swept away in the catastrophe of prolonged 
illness. 

It is not my purpose to dwell upon this 
social enigma. We all know it exists and 
that a solution must be found. I can best 
point it up by making the flat statement 
that no one in this room would become a 
charity patient—willingly. 

Nor is it my intention to lay claim to 
having found the solution. My objectives 
here today are very simple. I would like to 
add to the very fine medical discussions 
you will hear at this conference a few 
points concerning: (1) why so many of our 
present aged are limited financially; (2) 
why the elderly of future generations will 
be better off financially and thus better 
able to meet medical costs from private 
means; and (3) one or two suggestions for 
meeting the medical requirements of our 
senior citizens. 


The Present Plight of the Aged 


All around us is abundant evidence that 
for the fortunate the later years can be 
pleasant and rewarding. By contrast, the 
living conditions of the indigent aging are 
all the more shocking. They subsist in an 
atmosphere of loneliness, rejection, and 
poverty, aimlessly waiting, even hoping, 
for the last tick of the clock. 


The Federal Security Administration re- 
ports that for the country as a_ whole, 
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2,408,000 individuals over 65 years of age 
received Old Age Assistance in August of 
1959. This means that about one in every 
six of the 15,400,000 people over 65 had no 
financial resources, or so little that they 
were forced to become dependent upon 
what amounts to tax-supported charity. 
Furthermore, countless other oldsters are 
kept from the public charity rolls by fam- 
ilv and friends. This includes many of the 
great numbers who live in the spare rooms 
or attics of the three- or even four-genera- 
tion homes, often to the detriment and 
forced resignation of all the generations. 

One out of six is the official record. Two 
out of three, probably is closer to the actual 
record, as indicated by numerous surveys. 
This seems a discouraging percentage of 
our elderly who require complete or sub- 
stantial financial aid in this the richest 
country in the world. It is a poor reward 
for a long and often useful and hard-work- 
ing life. 


Public and private resources 


In order to care for these unfortunates, 
the federal government has entered into an 
Old Age Assistance agreement with each of 
the 50 states, the District of Columbia, 
Puerto Rico, and the Virgin Islands. 

Perhaps oversimplified, and _ certainly 
with some _ variations, this program 
amounts to federal matching of state and 
community old age funds up to a maximum 
average of $65 per month per person. If a 
state assistance program exceeds $65 per 
month, the excess cost is borne by the state 
and community without federal assistance. 

Old Age Assistance is doled out accord- 
ing to a means test of need. Consequently 
it is quite possible for one person to receive 
much more than another somewhat less 
needy. The monthly average to all recip- 
ients, however, must not exceed $65, or the 
excess must be paid locally. 

There is not much excess according to 
the April, 1959, figures on Old Age Assist- 
ance released by the Department of Health, 
Education, and Welfare. The national 
monthly average was $64.49, of which 
about $8.50 consisted of free medical] serv- 
ices rendered to the individual, but paid for 
by the program. Although 26 states ex- 
ceeded the $65 average, only 13 exceeded 
$75. The five states with the highest pay- 
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ments were Connecticut, $110.10; New 
York, $100.95; Massachusettes, $99.98; 
Colorado, $97.14; and Washington, $88.61. 
The two retirement states of California and 
Florida were $84.03 and $53.64 respective- 
ly. The five states with the lowest rates 
were Mississippi, $29.14; West Virginia, 
$34.24; South Carolina, $38.01; North Da- 
kota, $39.20; and Virginia, $40.79. 

Of our 15,400,000 oldsters, 2,431,000 are 
receiving federal, state and local assistance, 
averaging $64.49 per month, or about 
$775.00 per year. Whereas many of these 
have no other source of income, some 
600,000 also receive a very small pension 
from Old Age, Survivors and _ Disability 
Insurance. Likewise some own homes, but 
have so little cash income that they must 
be aided. 

To illustrate the inadequacy of these 
amounts, various welfare agencies have 
estimated that approximately $2,300 to 
$2,400 per annum is the bare minimum re- 
quirement for an elderly couple living in an 
urban area. A_ single individual might 
scrape by on $1,500. Such a budget assumes 
that major medical expenses will be pro- 
vided through tax-supported or charitable 
agencies. It virtually ignores recreation, 
books, movies, or any kind of social life. It 
permits only a bare, drab, minimal exist- 
ence. Yet, one sixth of our older citizens 
are on the public assistance rolls and do not 
receive even this minimal amount. 

At least three times as many more, al- 
though not on the public rolls, are living 
on a similar substandard basis, as shown 
by the 1958 Federal Reserve survey of the 
cash resources of the elderly. Many are 
supported in whole or in part, not by pub- 
lic relief but by relatives, friends, frater- 
nal orders, unions and religious groups. Al- 
though estimates vary, it is unhappily 
clear that close to four out of five old peo- 
ple are seriously lacking in financial re- 
sources. Conversely, only one in five is rea- 
sonably well off, and only a small portion 
of this fortunate 20 per cent are fairly 
affluent. 

Latest reports from the Commerce De- 
partment and the Federal Reserve Board 
indicate that of all persons aged 65 or 
older, about three-fifths had cash incomes 
of less than $1,000 in 1958. Another one- 
fifth had incomes ranging between $1,000 
and $2,000. The remaining fifth, or about 
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3,000,000 oldsters, had incomes exceeding 
$2,000, but only 750,000 of these exceeded 
$5,000. This impecunious picture is bright- 
ened slightly by the fact that cash income 
does not include the value of homes owned 
nor of food raised by farm dwellers. For- 
tunately more than 65 per cent of the ur- 
ban elderly own homes or are married to 
a home owner. Less than 25 per cent live 
in rented dwellings. More light is shed on 
the income status by the June, 1959, an- 
nouncement of HEW that in December, 
1958, only one third of the men and one 
twelfth of the women over 65 were gain- 
fully employed. Hence, of the 7,000,000 
men over 65, about 2,310,000 are working 
as compared with the 700,000 of 8,400,000 
women over 65 who work. About 25 per 
cent of the men are widowers, but more 
than 50 per cent of the women are widows. 

It is further indicated that about 80 per 
cent of those employed are under the age 
of 75. We know that the 3,000,000 aged 
reported to have incomes over $2,000 in 
1958 must include most of those in the em- 
ployed group, who therefore are under the 
age of 75. The inescapable conclusion is 
that of the more than 5,000,000 persons 
over age 75, although quite a number own 
homes, only a small per cent have any per- 
sonal or private cash income at all. It seems 
clear that of the present generation of 
oldsters, the higher the age, the less likeli- 
hood of sufficient financial resources. 

This supposition is substantiated by Old 
Age Assistance reports showing that of 
those aged 65 to 69, only one in ten re- 
ceives aid, whereas of 2,000,000 over age 
80, one in three receives public aid. 


Factors Contributing to the Age— 
Poverty Ratio 


One explanation of the age-poverty ratio 
is, of course, that the very old, merely by 
living longer, have used up their resources. 
That is only part of the answer. A more 
comprehensive explanation involves a brief 
analysis of the characteristics of the aged. 
It also requires looking back into the econ- 
omic patterns influencing their productive 
years from youth onward. 

The backward look brings to light two 
factors. First, it helps explain the low fi- 
nancial status of our very old; and, second, 
it most encouragingly indicates that this 
sorry state will end within a few years and 
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will not be repeated with forthcoming gen- 
erations of senior citizens. 

When it is considered that the median 
age in the United States is 29.8 and that 
there are 135,000,000 people under the age 
of 50, it is easy to understand how difficult 
it is for us as a nation to have even the 
vaguest idea of the economic climate and 
working conditions back in the eighties and 
nineties, when our very old began their 
adult lives. 


Education and earning power 

Education is a direct coefficient of earn- 
ing capacity. Before the turn of the cen- 
tury the 9,000,000 who are now over 70 
were leaving school, on the average, in the 
sixth to eighth grades. There were no child 
labor laws. There were few compulsory 
school laws. These people were entering a 
predatory labor market ill equipped to earn 
a comfortable living. Numerous studies by 
the Census Bureau show that the high 
school graduate earns more than twice as 
much as those who merely attend grammar 
school. College graduates continue to prove 
the advantage of education by earning 
twice as much as high school graduates. An 
automated and service-oriented world will 
place an even greater premium upon edu- 
cation. 

In 1900 only 72 per cent of the children 
between the ages of 5 and 17 were even en- 
rolled in grammar schoo] or high school. 
Twenty-eight per cent were not in any 
school: they had dropped out and were 
working or, if they were girls, probably 
helping at home. At that, the 72 per cent 
who attended school managed to be present 
on an average of only 99 days out of the 
entire school year. In 1954 the Census 
Bureau reported that 89 per cent of the 5 
to 17 year age group attended school on an 
average of 159 schoo! days. The education- 
al exposure of our present total youth 
group is therefore about double that of 
1900. The continuation and completion of 
higher education is even more impressive. 
In 1900 only 94,800 graduated from high 
school and only 27,410 graduated from col- 
lege. In 1957, 1,358,000, or 14 times the 
number in 1900, graduated from high 
school, and 340,000 (12 times the 1900 fig- 
ure) graduated from college. Allowing for 
the fact that our population has somewhat 
more than doubled since 1900, the propor- 
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tion of graduates is at least six times what 
it was at the turn of the century. 


Immigration 

Although less than 7 per cent of our 
total population is foreign born, of those 
over 65 about 24 per cent are foreign born. 
This reflects the fact that between 1870 
and 1930 more than 30,000,000 immigrants 
of all ages sought a home in America, but 
since 1931 only 3,000,000 have come to this 
land of opportunity. 

All of us, except Will Rogers and his kin- 
folk, are descended from immigrants. The 
very number of these immigrants created 
a glut in the labor market that kept wages 
at depressed levels. Of course their journey 
to the new country was worth while. They 
all achieved the priceless heritage of per- 
sonal freedom and equal opportunity. None- 
theless they did not find our streets paved 
with gold. They found a rural country 
changing into the world’s greatest indus- 
trial complex. Jobs were available, but the 
vast majority of immigrants found that 
the language barrier and lack of education 
kept them from rising to well paid employ- 
ment. For their children and grandchildren 
the horizon was limitless, but for them, 
despite the glamorous success stories, there 
were only a few Pulitzers and Steinmetzes. 
Consequently, a high percentage of the 
survivors of these modern Argonauts are 
presently dependent upon Old Age Assist- 
ance. 


Rural society 

In 1880 nearly three-fourths of our pop- 
ulation was rural. As late as 1910 more 
than 54 per cent of our 92,000,000 popula- 
tion were classified as rural. Some 35 per 
cent lived on farms and another 19 per 
cent lived in villages and towns of under 
2,500. By 1956 only 13 per cent of our pop- 
ulation were living on farms and about 24 
per cent in towns of less than 2,500. The 
sharp drop in farm population is the sig- 
nificant figure, since the increase in small 
towns reflects the fantastic migration to 
surburbia and exurbia that developed after 
World War II. 

In a predominately rural country such as 
ours had been, there was no insoluble prob- 
lem for the aging. They simply continued 
to live on their farms and were cared for 
by children and grandchildren, as is the 
present case in many agrarian countries 
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around the world. The massive trend 
toward industrial, retail, and service jobs 
changed this picture. When an older per- 
son could no longer work, he and his de- 
pendents had to fall back upon personal re- 
sources, family support, or public charity. 
Since the accumulation of private means 
was difficult, a larger and larger group of 
older people became dependent upon _ re- 
sources other than their own. This group 
was further augmented by medical miracles 
which have added 22 years to average life 
expectancy during the last 60 years. This, 
incidentally, happens to be a greater scien- 
tific advance than that recorded for the 
previous 2,000 years. 


Low wages and unemployment 


The difficulty of accumulating private re- 
sources adequate for old age is best meas- 
ured perhaps by taking a look at contem- 
porary wage rates. If you are somewhere 
around the median United States age of 
just under 30, it is hard to believe, but true, 
that in 1900 the average earnings of indus- 
trial workers was 161 4 cents an hour, 
and the take-home pay for a long week was 
$8.78. Because the cost of living index of 
1900 was only 33.5 as opposed to a high of 
125 in October, 1959, the worker of that 
day had a true purchasing power of about 
three and one-fourth times what those 
same wages would buy today. Nevertheless, 
today’s equivalent of $31 per week would 
not offer much chance to provide for old 
age. 

To appreciate the economic hazards that 
confront our present 70 and over age 
group, bear in mind that nearly all of them 
entered the labor force somewhat before 
1900 or shortly thereafter. Likewise our 
elderly widows were married to men work- 
ing during this era. 

By 1929 wages had risen to 56 cents per 
hour, but the depression of the 1930's 
knocked them down and a new high was 
not reached until the 62 cents per hour of 
1937. Another disastrous effect of the de- 
pression was widespread unemployment. 
We were quite properly concerned when, at 
the depth of the 1958 recession, it was re- 
ported that 1 in each 1312 in the labor 
force was out of work. In 1932 almost 1 in 
4 was out of work. By 1937 the depressing 
figures were still 1 in 7 unemploved. 
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For various reasons, mostly unjustified, 
there is a prejudice against hiring men and 
women over 40. By the end of the de- 
pression of the 1930’s all of our 70 and 
older age group had reached their forties, 
fifties and sixties. Many of them severed 
from jobs were never able to regain steady 
employment except during the labor short- 
ages of World War II. Consequently, their 
average lifetime earning upon which their 
Social Security pension is based remained 
low despite a continual rise in wages. 

The cumulative effect of these restrictive 
economic forces upon our present crop of 
oldsters shows why it is not for lack of in- 
dividual effort that only 1 in 5 has an in- 
come in excess of $2,000, and more than 
2,408,000 are on public relief rolls. Despite 
numerous stories of amassed wealth, the 
truth is that the Horatio Algers could form 
only a very small and exclusive club. 

Grounds for Hope 

For those who today are between 45 and 
65, the outlook is brighter. In 20 years, 
when they reach 65 to 85, those dependent 
Old Age Assistance will have been reduced 
to an insignificant proportion. great 
majority will be self-respecting and finan- 
cially independent as the result of a com- 
bination of Federal Social Security pen- 
sions, private pensions, private savings, and 
wider home ownership. 

That this favorable forecast is not a 
wild dream is shown by the following fac- 
tors, Twenty years ago, in the early days 
of Social Security, less than one third of 
the workers were covered. Today more than 
9 out of 10 are eligible to receive Old Age 
Survivors and Disability Insurance. Now 
included are the self-employed, farmers, 
nonprofit employees, and state and munici- 
pal employees. As_ recently as October, 
1948, the average monthly primary benefit 
allotted was only $25.28. In July, 1959, it 
was $81.44, and steadily rising. After 1958 
the maximum primary benefit could range 
between $118 to $127 per month. Since 
1954 the number of primary beneficiaries, 
exclusive of dependents, has more than 
doubled, so that today more than 7,000,000 
(45 per cent) of our old people are receiv- 
ing federal pensions towards which they 
paid taxes. 

Private pensions and deferred profit- 
sharing plans are fast becoming an im- 
portant economic reserve for the elderly. 


BRIGHTER PROSPECTS FOR THE AGING—HOBBS 


133 


In 1940 there were less than 1,000 plans, 
covering about 3 million people. In 1950 
12,000 plans covered about 9,000,000 active 
workers and less than 400,000 retired 
workers were receiving private pension 
checks. At the end of 1958 more than 47,000 
plans covered 18,000,000 active employees, 
and about 1,250,000 retired employees were 
receiving pensions averaging about $1,000 
per year. Private pension benefits and cov- 
erage are rising rapidly. In 1958 alone 
there were 6,954 new plans, covering a 
million workers. The original industrial 
formula of $100 a month less Social Secur- 
ity has become $2.50 per month for each 
year of service in addition to Social Secur- 
ity. Many salary plans are basing pension 
benefits upon final pay instead of the much 
lower average lifetime earnings. There is 
no doubt that within a generation or less 
most of the labor force will be protected 
by private plans supplemental to Social 
Security. 

Other favorable indices are increasing 
home ownership and rapidly expanding 
cash and marketable assets. These include 
all types of cash savings accounts, U. S. 
Government Savings Bonds, and net re- 
serves of life insurance companies. The per 
capita increase in these liquid assets has 
been fourfold just since 1939. The inroads 
of inflation have cut the net gain in half, 
but the trend remains extremely favorable 
for those approaching old age. 

The New York Stock Exchange reports 
that since the last survey in 1956 the num- 
ber of individual shareholders has_ in- 
creased from 8 million to 12!4 million. Of 
these, 38 per cent are over the age of 55. 

Perhaps the most dramatic, and certainly 
the most far-reaching, factor has been the 
increase in wages. From a lowly 16!5 cents 
per hour the gross rate rose to $1.40 in 
1949 and in May, 1959 reached $2.23. This 
is a gain of 13 to 1 over the entire period 
and up to 60 per cent in the last 10 vears. 
Inflation and greatly increased taxation 
however, have taken their toll. The Bureau 
of Labor Statistics shows that true pur- 
chasing power, or “real wage” adjusted for 
inflation and after taxes, rose from an 
average weekly rate in 1900 of $26.21 to 
$65.35 in May of 1959. Thus the average 
worker today is ‘two and one-half times 
better off than his counterpart of 1900. In 
just the last 10 years his net gain has been 
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24 per cent. So at long last we are achiev- 
ing the dreams of our forefathers. Our sys- 
tem of individual freedom and private en- 
terprise is now producing an adequate in- 
come and standard of living for all but a 
small minority. We have reached a plateau 
in our economic progress where more peo- 
ple have more. We are on the verge of be- 
coming in reality an affluent society. 

As proof that the new generation of 
older citizens is attaining greater financial 
independence, current Old Age Assistance 
figures may be cited. In 1950 the number 
over age 65 receiving public assistance 
reached a high of 2,789,000. In August of 
1959 there was a decrease to 2,408,000 de- 
spite the fact that there were 3,000,000 
more in the aged group. The reduction con- 
tinues at the rate of about 3,000 per month 
in spite of a net gain in the number of aged 
of about 30,000 per month. During 1959 
about 900,000 of the over-65 group will die, 
but the group will increase because close to 
1,250,000 will become 65 this year. 

Unhappily, many of our great gains 
came too late to benefit a large segment of 
our very old. In seeking a solution, we must 
not forget that it was during their working 
lives, spanning three-quarters of a century, 
that we learned many of the lessons that 
have produced today’s highly successful 
economy. 


Summary and Conclusions 


I have tried to document the point that 
today we have a very large group of sever- 
al million aged with so little resources that 
they must be assisted financially, not only 
as regards health care, but in all living 
conditions. I have tried to demonstrate that 
this unfortunate group is diminishing both 
numerically and proportionately. They are 
being replaced by newly aged, who are in- 
creasingly able to care for themselves. 

Consequently, I wish to emphasize that 
a long-range health program should not be 
predicated upon the assumption that to- 
day’s proportion of extreme hardship cases 
will prevail indefinitely. There is no doubt 
that some government help is now required, 
but it is highly questionable that such ex- 
tensive medical assistance will be necessary 
for our aged 10 to 20 years from now. 

I make this bold prediction because I am 
firmly convinced that two present trends 
will become future facts. 
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1. The average standard of living of the 
next generation will be immeasurably high- 
er than at present. 


2. The American medical profession in 
conjunction with insurance companies, 
business and labor leaders will attack vig- 
orously the health care problem and find a 
solution under the principles of free enter- 
prise for the vast majority, leaving only 
the diminishing number of indigent under 
the protective wing of government. 

To evolve a_ practical and _ financially 
feasible plan for our aged to meet the ris- 
ing cost of medical care, I propose con- 
sideration of the following suggestions: 


1. Continue to expand private pensions 
until all employees are covered, in contrast 
to only 25 per cent at present. 


2. Amend all private pension plans so as 
to provide portability, or vesting of benefits 
when jobs are changed, exactly as with the 
Teachers Insurance Annuity Association. 

3. Permit retired employees to continue 
membership in all company Blue Cross, 
Blue Shield, major medical and _ other 
health plans at the same dollar premium 
paid by active employees and with no re- 
duction or limitation on permitted benefits 
other than those in the active employee 
plans. This means younger employees will 
pay slightly more than their actuarial 
share, as is the case with group life insur- 
ance plans. They will recapture the over- 
payment when they too enter the older 
ages. 

4 Insurance companies should sharpen 
their pencils and come up with imaginative 
comprehensive individual and group med- 
ical policies. These policies should be based 
on the principle of level premiums accord- 
ing to age at entry, exactly as with ordin- 
ary life and annuity policies, These policies 
could be arranged to commence deferred 
payments at any age over 65. The medical 
benefit payments could be calculated to 
average a specific amount over life expec- 
tancy after age 65, and to be paid not in 
specific amounts each year like a regular 
annuity, but only as required for medical 
services with the total payments not to ex- 
ceed a cumulative total actuarially com- 
puted for each age after 65. This sounds 
complicated, but it really is not, and every 
insurance actuary I know admits better 
policies than now exist could be created. 
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5. Finally, I recommend that all of the 
doctors in the country study the Palo Alto, 
California Medical Plan for those over 65. 
Here, Dr. Russell Lee and several of his 
medical cohorts have agreed to care for 
about 1,000 people over 65 for an annual 
payment of $100 each. I do not know the 
details, but I know it is working, and is a 
splendid demonstration of how private en- 
terprise can hold its own in any field. 

In conclusion, let me repeat: We face a 
serious problem in meeting the advancing 
medical cost of our over 65 population, in 
spite of their improving economic status. 
There is also no doubt that a solution will 
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be found. The only question is, will the 
solution be good or bad? 


The Forand Bill is a specific answer. You 
cannot beat something with nothing. There- 
fore, my medica] friends, my advice is to 
stop moaning and groaning about the For- 
and Bill. Instead, get together with the 
Blue Cross, Blue Shield, HIP, insurance 
companies, industry, management, and la- 
bor and devise a cooperative plan that will 
be an improvement over the Forand Bill, 
and, under private enterprise, give your 
older population the medical care they want 
and deserve. 


Wringer Injuries 


FRANK H. STELLING, M.D. 
GREENVILLE, SOUTH CAROLINA 


“Wringer injury” is a term applied by 
MacCollum''', in 1938, to damages incurred 
when the upper extremity is caught be- 
tween two rollers, Since the advent of the 
automatic washing machine and the _ per- 
fection of the release mechanism, the inci- 
dence of these injuries has decreased. Far 
too many cases still occur, however, and 
their potential severity is not generally 
known. The injury is much more frequent 
in children’. It usually causes damage to 
the skin and subcutaneous tissues, but at 
times muscles and tendons are avulsed, 
with open or closed wounds, Less frequent- 
ly, damage to bones, joints, and nerves has 
been reported. Occasional] cases of avulsion 
of the thumb or finger have been seen. 


Pathology 

The distance between the rollers and the 
tension on them usually allow the hand and 
lower forearm to pass through before actual 
damage begins to occur. This is particularly 
true in children. In the small child the entire 
arm may pass through the rollers with very 
little damage until the axillary region has 
been reached. The compressive force and 
friction produced by the rollers cause dam- 
age primarily to the skin and soft tissues. 
The severity of damage depends upon the 
length of time the arm remains caught be- 
tween the rollers, the rate of revolution, 
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and the approximation and tension of the 
rollers. Because of the smallness of the 
parts, the elasticity of the skin, and the 
flexibility of the bones, joints and ligaments, 
the prognosis is much better in the younger 
age groups''. In virtually all the cases, the 
hand enters the roller first, with the fingers 
in the extended position. At the point where 
the arm can no longer move, friction pro- 
duced by the roller action causes the dam- 
age to the skin and underlying tissues. 
Bones are rarely damaged, but muscles, 
tendons and nerves may be crushed, torn 
or avulsed even without a break in the skin. 
Sometimes, skin flaps are torn, exposing 
the underlying tissues. The most common 
damage is separation of the skin from its 
subcutaneous attachments by the mechan- 
ical action of.the moving rollers‘*’. A col- 
lection of blood and serum beneath a full- 
thickness skin area delays the re-establish- 
ment of a good blood supply'’’. Venous 
thrombosis and lymphatic obstruction occur 
frequently. The arteries in the affected 
zone, being less easily injured than the 
veins, continue to circulate blood into the 
damaged area, causing engorgement and 
subsequently necrosis. If this condition is 
not treated, the overlying skin, which may 
at first seem undamaged other than being 
swollen, sloughs. Occasionally, flaps of skin 
are completely separated, exposing con- 
tused or macerated muscle. Sometimes 
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their muscle attachments, even without an 
open wound. 


Clinical Examination 

All too frequently, the physician who 
first sees a wringer injury does not recog- 
nize its seriousness and fails to institute 
the proper treatment. Most of these pa- 
tients, particularly the children, are brought 
to the emergency room or the doctor’s office 
because of the pain and swelling. The par- 
ents usually fear that the child has 
broken “something.” Although roentgeno- 
grams should always be taken of the parts 
involved, they rarely show true joint or 
bone damage'*’ Nerve and tendon function 
distal to the site of the injury should be 
determined immediately. In cases seen im- 
mediately after injury, the degree swell- 
ing and ecchymosis may be mild or mod- 
erate, misleading the physician who is inex- 
perienced in treating these conditions. Oc- 
casionally, the damage may be limited to a 
superficial abrasion, associated with con- 
tusion and edema. In many instances, how- 
ever, extravasation of blood and serum 
separate a flap of skin from the forearm or 
arm, causing severe sloughing later. The 
extent of the damage cannot always be de- 
termined early, and therefore the prog- 
nosis should be guarded. Sometimes the 
case is seen before significant leakage of 
serum or blood into the subcutaneous tissue 
has occurred. The arm may appear swollen, 
the patient is able to extend and flex the 
fingers and wrist, and there is no nerve 
damage. Only superficial abrasion may be 
evident, but one should treat these injuries 
in the light of their potential seriousness 
rather than their present appearance. 


Treatment 


The treatment of wringer injuries should 
be classified according to pathology and 
lapse of time since injury. I shall divide 
this discussion into four parts: (1) early 
closed injuries; (2) open wounds with skin 
and subcutaneous damage, (3) cases seen 
after sloughing has occurred, and (4) cases 
involving the skin and underlying muscle, 
tendon and nerve structures. 


Early closed injuries 

Regardless of the initial appearance of 
the injury, the patient should be hospital- 
ized and observed for at least 48 hours. The 
entire area should be cleansed with pHiso- 
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Hex and water as though in preparation 
for surgery, even though the skin is un- 
broken. A sterile pressure dressing is then 
applied to the entire area and the arm is 
elevated. The dressing should be removed 
every 12 hours in order to inspect the in- 
jured area. If there is evidence of extra- 
vasation of blood and serum immediately 
at the point where the skin has been lifted 
away from the underlying tissues, small 
stab wounds should be made for drainage, 
as in skin grafting. If the skin has been 
lifted by underlying serum or blood in spite 
of pressure dressings at the end of 12 to 
24 hours, stab wounds should be made to 
allow drainage. If at the end of 48 hours 
there has been no elevation of skin but only 
bruising and abrasion, the patient can be- 
gin to use the hand and arm, and dressings 
can be discontinued; however, if incisions 
have been made and at the end of 48 hours 
the part appears viable, dressings should 
be left on until all wounds have completely 
healed and the part treated as one would 
for an early skin graft. 


Open wounds with skin and 
subcutaneous damage 


In instances where there has been an 
avulsion of a section of skin particularly 
over the forearm or arm, if the skin is in- 
tact the fat can be completely removed and 
the thin skin flap sutured back in place. Oc- 
casionally, this measure will be effective 
and no further treatment is necessary. Ro- 
tation or sliding flaps are not successful be- 
cause of the tissue damage and circulatory 
impairment of the surrounding tissues; 
therefore, if there is an open wound, par- 
ticularly if bone or joint or nerve is 
exposed, a _ pedicle graft is imperative 
if the wound is seen immediately. The 
best source for such a graft is the thoraci- 
coabdominal area. These flaps are devel- 
oped from a superior base and should be 
one-third larger than the defect to allow for 
shrinkage. The length should not exceed 
width of the base by more than two times. 
The flap is carried to the external oblique 
fascia and transferred without any remov- 
al of fat. The abdominal defect may be 
closed by undermining, or, if it is too large, 
coverage may be completed with a split- 
thickness graft. The graft is dressed with 
moderate pressure and immobilized to re- 
lieve any motion or tension on the base. De- 
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tachment and revision are carried out in 
approximately three weeks. If repairs or 
vrafts of tendons are necessary, all joints 
should be thoroughly mobilized passively 
prior to surgery. The skin should be well 
healed, with subsidence of induration, be- 
fore definitive work is attempted in order 
to prevent summation of scarring. 


Cases seen after sloughing 
has occurred 

When the patient presents an open, in- 
fected wound several days or weeks after 
the initial injury, he should be admitted to 
the hospital. Wet dressings are applied and 
the arm is elevated. The wound should be 
debrided and the part prepared as soon as 
possible for the application of a_ split- 
thickness skin graft. All necrotic tissue 
should be removed at an early date and the 
area prepared for grafting within three 
days to one week. A split-thickness skin 
graft is then applied. After two or three 
months the patient is readmitted to the hos- 
pital and the contracting skin graft and 
underlying scar tissue are excised. A free 
full-thickness graft taken from a hairless 
area of the body is best'*’. (The upper thigh 
or groin is preferable to the abdomen or 
back.) The graft is taken with a very sharp 
knife conforming to the pattern of the area 
to be covered. Only the skin is removed, 
with no subcutaneous fat. The graft is 
sutured in place with very fine no. 4 to 5-0 
interrupted silk sutures and a_ pressure 
dressing applied. It is imperative that the 
extremity be kept completely immobilized, 
since any motion between the graft and the 
underlying tissues will prevent the graft 
from “taking.” In the cases of a hand, it is 
well to have a splint made, preferably of 
aluminum that can be sterilized, so that the 
hand can be immobilized by suturing the 
nail to the splint with fine stainless steel 
wire. This is particularly valuable in the 
young child. In cases where the dorsal as- 
pect of the hand is involved, a split-thick- 
ness skin graft, preferably three-quarters, 
may be used permanently, rather than a 
full-thickness graft. A full-thickness graft 
is always necessary in the palm. 
Injuries involving the skin 
and underlying structures 

In some instances the muscles are 
stripped from the tendons, usually at the 
musculotendinous junctions, even though 
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the skin is left intact. This type of damage 
is more frequently seen in the extensor 
than in the flexor apparatus, In such cases, 
the skin should be treated as described 
previously but the part so splinted as to 
avoid tension on the part that has been 
stripped. I recently saw a man whose arm 
had been caught between rollers in a mill, 
stripping the common extensor tendons to 
the middle, ring and little fingers so that 
he was unable to extend these fingers at the 
metacarpophalangeal joints. He was treated 
in the manner previously described, but the 
hand and fingers were splinted in full ex- 
tension during the treatment with the pres- 
sure dressings. Fortunately, there was no 
subsequent sloughing, and the hand was 
left splinted in extension for approximately 
three weeks. It was felt that an operation 
might be necessary later, but, as is fre- 
quently the case in extensor tendon injuries, 
the part healed. After mobilization he had 
no difficulty at all in extending his fingers. 
An injury in the flexor aparatus would not 
have quite as happy an outcome, I believe, 
but it should be treated in like manner. If 
the musculotendinous junction does not heal 
satisfactorily, definitive surgery can be per- 
formed after all skin has healed. Prior to 
repairing any tendon or bone, there should 
be complete covering of the part by a good 
pedicle flap. It is useless to perform tendon 
grafts or sutures underneath a split-thick- 
ness graft, as the entire area will either 
slough off or scar down. 

In some instances, the damage to the 
musculotendinous apparatus is so severe 
that reconstructive procedures are neces- 
sary to salvage function. 

Case Report 

An 18 year old male was, seen whose forearm 
and arm had been caught between rollers while 
he was working in a mill. In this instance, the 
sleeve of the shirt was caught, dragging the arm 
into the rollers, elbow first, with complete lacera- 
tion and maceration of the skin of the upper 
forearm and elbow. There was considerable de- 
struction of the muscles both of the flexor and ex- 
tensor surface in the region of the elbow, fortun- 
ately with no damage to the radial, ulnar, or 
median nerves. 

This man was seen early by another surgeon 
who treated the wounds and performed the skin 
grafts in the region of the elbow and upper fore- 
arm with satisfactory results. Unfortunately, the 
hand had not been properly splinted during this 
period, and rather marked flexion contracture of 
the wrist and of his fingers had developed. When 
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seen approximately three months after the origin- 
al injury, the wounds were all well healed. There 
was a flexion contracture of some 30 degrees of 
the wrist. He had further flexion passively, but no 
further extension passively or actively. The fingers 
were flexed into the palm, and no active extension 
could be performed except in the interphalangeal 
joints through intrinsic function. Fortunately, there 
was no damage to the extensors or to the flexors 
of the thumb. The wrist was mobilized as well as 
possible first by the use of a cast, gradually wedg- 
ing the wrist up into dorsiflexion to an angle of 
about 20 degrees. Because of the stretch on the 
contracted flexors of the fingers, however, the fin- 
gers were pulled more tightly into the palm. Af- 
ter removal of the cast, a dorsiflexion splint was 
utilized along with physical therapy, getting as 
much passive motion in the wrist as possible. A 
maximum range of passive motion in the fingers 
was attained before any surgical procedure was 
attempted. On testing the muscle function after 
freeing some of the contracture, it was found that 
this man had good function in his flexor carpi 
ulnaris, flexor radialis, and palmaris longus. The 
extensor carpi radialis longus seemed to be func- 
tioning weakly. The first procedure was to excise 
the sublimis tendons, thus releasing much of the 
flexion tightness. The profundi were released and 
the sublimi excised completely. The flexor carpi 
ulnaris was transplanted into the profundus ten- 
dons. Later, the flexor carpi radialis was trans- 
planted into the short wrist extensor, and an ex- 
tensor tenodesis of the fingers was performed, 
transplanting the common extensors into the ra- 
dius. This gave the patiert a rather good function- 
ing hand. He could pick up small objects with good 
pinch mechanism, and he could grasp objects but 
had a poor grasp for small ones. 


Summary and Conclusions 


The potential severity of wringer in- 
juries should be known by all doctors treat- 
ing traumatic cases. Many of these injuries 
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are superficial, but it is frequently impossi- 
ble to tell the severity of the lesion by 
early examination, Every case should be 
treated in the hospital for at least 48 hours. 
Recent open wounds should be covered by 
immediate pedicle flap grafts. In the pre- 
sence of sloughing, the area should be de- 
brided and cleaned up as soon as possible, 
then covered by split-thickness grafts. 
These should be replaced by full-thickness 
grafts in approximately two to three 
months. Tendon and muscle injuries should 
be treated conservatively at first, but de- 
finitive procedures can be performed when 
all wounds are completely closed, when 
there is no evidence of induration, and 
when scarred areas have been replaced by 
good skin and subcutaneous tissues. In in- 
stances of marked damage to the musculo- 
tendinous and nerve structures, salvage 
procedures are necessary. The part should 
be well evaluated, and when reconstructive 
procedures are performed, the remaining 
viable parts should be utilized so as to give 
the hand the best balance possible for good 
function. 
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Coverage Problems 


The question “Should a doctor tell?” need no longer be posed—any- 
how, not in regard to telling the patient about his illness. Through in- 
struction in health magazines, the Reader’s Digest, and radio and tele- 
vision programmes, patients acquire that superficial knowledge which 
often emboldens them to question their doctor more closely than hitherto 
about their own complaints. Of course it is unlikely that a patient can 
have any real understanding about his illness, but the greater risk that 
he will obtain misguided information from less reliable sources has to 
be reckoned with.—Evans, W.: Faults in the Diagnosis and Management 
of Cardiac Pain, Brit. M.J. 1:252 (Jan. 31) 1959. 
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Treatment of Avulsion Wounds of the Extremities 


J. S. GAUL, JR., M.D. 
CHARLOTTE 


The purpose of this paper is to report 
my experience with a type of injury that 
requires special attention and that perhaps 
has been treated incorrectly on occasion. 
Six references from the literature support 
this contention. Avulsion wounds (in which 
the covering skin is forcibly avulsed from 
the underlying portion of the body) fre- 
quently cause disabling loss of skin when 
treated simply by wound debridement and 
skin suture. These wounds are a _ special 
problem which should be recognized by the 
surgeon who treats fresh trauma. Recog- 
nition of the particular nature of the prob- 
lem, and the institution of proper surgical 
treatment will reduce the resulting disabil- 
ity and often avoid subsequent surgical re- 
pair. 

The nature of all mechanical contriv- 
ances, including industrial machinery, is 
such that when a limb is caught by moving 
parts and drawn inward, skin is often 
avulsed, and often with its base distal, 
leaving a retrograde avulsion flap. When 
the machinery is turning outward, the limb 
is not caught in the first place, but is ex- 
truded. 


The problem with avulsed skin lies in 
the damage to the venous circulation, 
which is often rendered inadequate to main- 
tain the viability of the skin covering. This 
is most marked when the flap has been 
torn loose in a retrograde direction. The 
initial satisfactory appearance of avulsed 
skin is deceptive: arterial inflow is often 
sufficient and venous drainage may suffice 
for the moment through torn veins. Torn 
and damaged veins, however, eventually 
result in clotting; the flap becomes cyan- 
otic within a few days and sloughs within 
a week or two. Further repair is then 
necessary, and disability often results. 

The solution to this problem is to trim 
away all subcutaneous tissue and_ blood 
vessels, leaving a thin epithethial flap sim- 
ilar to a free full-thickness skin graft, which 
“takes” like a skin graft when sutured back 
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into place (figs. 1, 2, and 3). The cutaneous 
cells themselves are very resistant to trau- 
ma. 

The problem of avulsion flaps has been 
recognized and discussed in the literature 


Fig. 2. Flap trimmed of all subcutaneous areolar 
tissue, leaving epithelium only. 


¢ at 


Fig. 3. Epithelial flap replaced as a free, full- 
thickness graft, dependent upon the underlying 
bed, not its damaged blood supply, for nutrition. 


on several occasions. Dr. A. W. Farmer, 
a plastic surgeon of Toronto, deserves 
credit for being the first to recognize the 
nature of this problem and to treat it by 
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Fig. 4. (Case 4) Retrograde avulsed wound. 


the foregoing method’), Subsequent re- 
ports by Stevenson‘?), Matheson and Ger- 
ber‘*’, Slack’, Mulholland and Mahoney’, 
and Prendiville and Lewis‘*®) have re- 
emphasized the nature of the problem and 
the need for special consideration. The 
aforementioned type of surgical treatment 
has frequently been recommended. 

My experience with 6 cases of avulsed 
flaps is as follows: 


Case 1 

A middle aged baker suffered a dorsal retro- 
grade avulsion of the skin of his left thumb by a 
dough-cutting machine. This injury was associated 
with a compound fracture of the distal phalanx. 
The flap appeared to maintain a good circulation 
when treated by me, and was sutured back in 
place. It became cyanotic in two days, black in 
six days, and was excised and replaced with a 
split-thickness skin graft. Permanent partial dis- 
ability of the thumb resulted. 


Case 2 

A middle aged machinist suffered a large skin 
avulsion from the dorsum of his right hand in a 
textile mill. The flap was described by the attend- 
ing surgeon as based distally on the top of the 
fingers in a retrograde manner, leaving the entire 
metacarpal phalangeal joints and proximal pha- 
langes of all four fingers uncovered. The attending 
physician cleaned and sutured the skin flap back 
in place. It was found to be necrotic at the end of 
two weeks. It was excised and replaced with an 
abdominal] skin flap, and later two extensor tendon 
grafts were placed in the ¢entral fingers. A usable 
hand resulted, but some deformity and disability 
remained. 
Case 3 

A mill supervisor suffered a large avulsion 
wound of the palm of his left hand, The flap, de- 
scribed as measuring 2 by 2 inches with a _ base 
in the distal palm, was cleaned and sutured back 
in place at the time of injury. It was said to be 
cyanotic by the third day, and grossly necrotic on 
the eighth. It was excised and replaced by an ab- 


April, 1960 


Fig. 5. Hand seen in figure 4, four weeks after 
repair. 


dominal pedicle graft by the attending physician. 
Permanent disability in the form of joint and ten- 
don stiffness resulted. In my opinion and that of 
another consultant, the stiffness and scarring were 
probably too widespread to make surgical correc- 
tion feasible. 


Case 4 
A 60 year old housewife tore open the volvar 
aspect of the right index finger on a washing ma- 


Fig. 6. (Case 5) Severe avulsed flaps from foot. 
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Fig. 7. (Case 5) Results eight weeks after in- 
jury. 


chine, producing a retrograde skin flap measuring 
about 1 by 1 inch, with a base over the middle 
finger crease. This finger was cleaned under gen- 
eral anesthesia, and the avulsed skin was thinned 
out to form a full-thickness skin graft by excis- 
ing all subcutaneous tissue. It was then sutured 
back into place, and the finger was splinted for 10 
days. No skin was lost and almost complete range 
of function returned in four weeks. (See figs. 4 
and 5.) ; 


Case 5 

A middle aged Negro went to sleep on the rail- 
road track, where a train backed over his right 
foot literally squeezing it out of its skin except 
for the plantar skin which remained attached. The 
flaps were completely trimmed of all subcutaneous 
tissue down to epithelial thickness only, and _ re- 
placed as full-thickness skin grafts. A smal] patch 
of skin measuring 1 by 1 inches was lost at the 
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time of injury. When the foot was dressed two 
weeks later, these flaps had ‘taken’ about 90 per 
cent, leaving a small area about 1 by 2 inches on 
the dorsum of the foot. This was covered by a 
secondary split-thickness skin graft. The man re- 
sumed work as a construction laborer eight weeks 
after the injury (See figs. 6 and 7.) 


Case 6 

A young white man suffered a crushing wound 
of the lateral aspect of the right foot when struck 
by a falling steel beam. A compound fracture of 
the fifth metatarsal bone did not require manipu- 
lation. The wound was cleaned and the bi-pedicle 
skin flap converted into a full-thickness graft by 
cleaning and trimming away all subcutaneous 
tissue. It was then sewed back in place. Only 
about 30 per cent of this flap survived; the re- 
mainder sloughed, and the entire area was late 
replaced with skin graft at a second operation. 
The patient returned to work in about three 


months. 


Conclusion 


Wounds that avulse large areas of skin 
often lead to subsequent necrosis in spite 
of the initially satisfactory appearance of 
this type of skin injury. The potential na- 
ture of this problem must be understood 
by the surgeon treating fresh wounds. 
Large avulsed flaps, and particularly retro- 
grade avulsed flaps, should be converted 
immediately into full-thickness epithelial 
skin grafts in order to survive at all. My 
experience with 6 cases is presented to 
illustrate this fact. 
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Once the diagnosis of cardiac pain has been excluded, the informa- 
tion should be conveyed to the patient immediately and emphatically. 
Reassurance is not reassuring if it is given late or without conviction, 
for the mental wound, unless repaired quickly, is sure to fester. A life 
saved from the bondage of unwarranted invalidism justifies the great 
care taken to avoid it—Evans, W.: Faults in the Diagnosis and Man- 
agement of Cardiac Pain, Brit. M.J. 1:251 (Jan. 31) 1959. 
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The Post-Myocardial Infraction Syndrome of Dressler 


Case Report 
LOGAN O. JONES, M.D. 
CHARLOTTE 


An unusual disorder, described first by 
Dressler’ in 1955, appeared recently in an 
elderly man convalescing from a myocar- 
dial infarction. This syndrome simulated 
certain grave postmyocardial complica- 
tions, including pneumonia, heart failure, 
pericardial hemorrhage, and uremia. Its 
manifestations also prompted consideration 
of collagen disease, endocarditis, pulmon- 
ary embolism, and aortic dissection. We are 
reporting this case because of the paucity 
of corroborative reports in the literature‘*-"’. 
Dressler himself, in his latest presenta- 
tion'*', states that he has seen 53 cases of 
this syndrome and estimates that it com- 
plicates three to four per cent of all cases 
of myocardial infarction. 

Case Report 

A 63 year old retired salesman was noted 
on November 15, 1953, to have a baseline 
blood pressure of 220 systolic, 110 diastolic. 
On April 7, 1957, while gardening, he ex- 
perienced substernal pain radiating to the 
arms and posterior nuchal region of short 
duration and mild intensity. In the early 
hours of April 8, 1957, he was awakened 
by intense discomfort similar to that ex- 
perienced the afternoon before, accompa- 
nied by diaphoresis and notable angor 
animi. Serial hospital observations over 
the next three days indicated that the man 
had sustained infarction of the posterior 
and diaphragmatic cardiac wall. These 
were: (1) a rise in SGOT* levels to 385 
units on the second day; (2) the develop- 
ment of persistent arterial hypotension; 
(3) the appearance of a cardiac friction 
rub; (4) serial electrocardiograms show- 
ing a static intraventricular conduction de- 
fect (“parietal block’) together with 
ST-T wave changes indicating postero- 
diaphragmatic myocardial necrosis (fig. 
1); and (5) the appearance of fever, leu- 
kocytosis, and C-reactive protein in the 
serum. Anticoagulant therapy with phen- 
indione (“Danilone’’) was initiated during 
the first 24 hours and continued through- 
out convalescence. 


*Serum glutamic oxalic transaminase. 


On the second hospital day the patient 
experienced mild, steady anterior chest 
pain and tachypnea. A grade IV _ pericar- 
dial friction rub was heard along the left 
sternal border; bilateral crepitant basal 
lung rales, and a faint apical third heart 
sound thought to be a diastolic ventricular 
gallop were present. Oral temperature 
measured 101 F. The nonprotein nitrogen 
was 35 mg. per 100 cc., and the prothrom- 
bin time was 25 per cent (19.5 seconds). A 
portable chest x-ray showed basal pneumon- 
itis bilaterally and minimal cardiac enlarge- 
ment. A daily injection of 0.5 Gm. of 
streptomycin and 300,000 units of penicil- 
lin (“Combiotic’) was begun on the second 
day and full digitalization was accom- 
plished over the next three days along with 
sodium restriction. A persistent, loud per- 
icardial rub, approaching grade V in in- 
tensity, respiratory rates of 30 to 36 per 
minute, and a gradual rise on the fifth day 
of the temperature to 103 F. orally were 
noted. Clinical evidence of cardiac tam- 
ponade was diligently sought but not found. 
The third heart sound was no longer audi- 
ble after the second day. Arm-to-tongue 
circulation time was 19 seconds on the fifth 
day. On an empirical basis rather than 
through recognition of the patient’s true 
affliction, parenteral hydrocortisone and 
maintenance prednisone  (“Meticorten”’) 
therapy were initiated at the height of the 
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Fig. 1. Electrocardiographic pattern 36 hours 
after occurrence of acute chest pain of prolonged 
duration, 
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Fig. 2. Illustrating clinical course of a 63 year 
old male after acute myocardial infarction. 


fever on the fifth day and the latter drug 
was administered through the twelfth day. 
Anticoagulant therapy was continued. A 
dramatic clinical response ensued (fig. 2), 
including prompt disappearance of fever, 
clearing of lung signs, pericardial friction 
sounds, tachypnea, and chest pain over a 
36 hour period. 

Signs pointing to the Dressler syndrome 
were not recognized until fever recurred 
unaccompanied by cardiac or pulmonary 
signs after steroid therapy had been discon- 
tinued on the twelfth day. Because this man 
had had persistent hallucinations during the 
first hospital week, we had to consider ster- 
oid therapy as a_ possible precipitating 
“toxic” agent. Tests for LE cells and 
heterophile and brucella antibodies were 
negative. Blood platelets numbered 192,000, 
white blood cells, 10,200 with a normal 
differential; the coagulation time was four 
minutes; serum globulins measured 3.1 Gm. 
per 100 cc., and serum albumin 4.2 Gm. 
per 100 cc. Serum electrophoresis  sug- 
gested the globulin rise had occurred in the 
alpha 2 and gamma fractions. After 48 
febrile hours we realized that this compli- 
cation resembled the symptom complex re- 
ported by Dressler, but in view of the pa- 
tient’s hallucinations began therapy not 
with steroids but with acetylsalicylic acid 
in decreasing ratios over the ensuing 12 
days. 

The clinical response was prompt and 
sustained even after cessation of treatment. 
No pleural or pericardial rubs developed, 
nor any adventitious signs suggesting 
pneumonitis. Blood pressures and electro- 
cardiograms remained static. Convales- 
cence was without incident except for an 
attack of gouty arthritis occurring at the 
end of the fourth hospital week. The pa- 
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tient continued to evidence an organic psy- 
chosis and died in another city (while in- 
stitutionalized) without autopsy 16 months 
later. 


Comment 


Two recent reviews of this syndrome 
form the basis of our present knowledge 
and our discussion. The physician treating 
the patient with recent myocardial infarc- 
tion should be aware that a rare type of 
pleuro-pericarditis accompanied by chest 
pain, leukocytosis, and often pneumonitis 
and hemoptysis, may follow myocardial 
necrosis. Usually this syndrome occurs 
within two weeks of the onset of infarction. 
Its course may be protracted for weeks or 
months, and like the postcommissurotomy 
syndrome and benign idiopathic pericar- 
ditis, to which it may be related, relapses 
are frequently experienced. Dressler has 
seen recrudescence up to two years after 
onset when steroid therapy was discontin- 
ued‘), 

The essential diagnostic features include, 
first, a prolonged fever after myocardial 
infarction, or abrupt temperature rises 
during convalescence from myocardial in- 
farction, along with pleuro-pericardial pain. 
An audible cardiac rub was heard in three 
fourths of Dressler’s patients. Secondly, 
physical and roentgen signs of pleural or per- 
icardial effusion provide additional clues, 
noted in two-thirds of the Dressler series. 
Thirdly, pneumonitis, rarely with hemop- 
tysis, occurs in one third of the cases. The 
pleuritic and pericardial characteristics of 
the pain and the absence of serial electro- 
cardiographic changes serve to rule out ex- 
tension of myocardial infarction as a cause 
of these symptoms. That the subject has 
not sustained pulmonary infarction is 
usually clear because of the presence of 
pericarditis. If roentgenograms show a 
large cardiac silhouette, serial views will 
indicate pericardial effusion rather than 
cardiac enlargement as causative. 

Laboratory findings, including leukocy- 
tosis, an increased sedimentation rate, and 
negative blood, chest and pericardial fluid 
cultures, are non-specific. The serum pro- 
tein changes in our patient were not strik- 
ing enough to be considered as diagnostic- 
ally or etiologically helpful. 

Fortunately the prognosis of the patient 
with this syndrome seems to differ little 
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from that of the underlying infarction, ex- 
cept that pericardial hemorrhage is pre- 
sumably a danger if anticoagulants are not 
withheld when the pericarditis appears. 
Patient 4 in Dressler’s most recent paper'®? 
suffered a fatal pericardial hemorrhage 
which the author attributed to anticoagu- 
lant therapy‘*?. 


The etiology of this syndrome is as ob- 
scure as that of two closely related dis- 
orders, namely idiopathic nonspecific peri- 
arditis and  post-commissurotomy syn- 
drome. Dressler raised the question of sen- 
sitization to autoantigens of myocardial 
origin as a possible cause. It seems clear 
that neither bacterial infection nor reac- 
tion to anticoagulant drugs can be impli- 
cated in cases on record'®’. 


In the case we have reported, the patient 
was maintained throughout on anticoagu- 
lants because of our ignorance of their in- 
herent danger and our delay in making the 
correct diagnosis. Dressler believes that 
adrenal steroid therapy is best reserved for 
severe cases of post-myocardial infarction 
syndrome. In retrospect, we believe our 
patient’s condition warranted such thera- 
py, but we confess that our use of corti- 
sone derivatives was empirical. Perhaps 
because of an underlying psychosis, this 
patient appreciated only moderate pain 
with his initial infarction, and slight pain 
with his first episode of pneumonitis and 
pericarditis. (Nursing notes contain no 
record of his receiving any narcotic during 
his hospital stay.) He complained of no 
discomfort with his second episode of fever 
12 days after admission. The decision to 
use salicylates was made at this juncture, 
lest steroids in suppressive doses aggra- 
vate the patient’s mental abberations. His 
clinical response was satisfactory. Whether 
organic brain disease or medication altered 
central appreciation of pleuro-pericardial 
pain with his second febrile spike or 
whether the serous tissue reaction was 
minimal is unknown, since roentgenograms 
were not taken and physical signs of such 
reaction were absent. Dressler noted 
prompt defervescence in one case after 
salicylate therapv'”’, but in his latest re- 
port he mentions salicylates only as anal- 
gesics for chest pain'*’. It was our impres- 
sion that the large doses of salicylates 
were of therapeutic value in our patient’s 
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second bout of post-myocardial infarction 
syndrome; and for this reason we suggest 
their clinical trial when steroids are con- 
traindicated. 


Since encountering this case we have not 
been aware of a similar event in other pa- 
tients following cardiac infarction. Another 
review of a large series of patients should 
be made to confirm that this pleuro-peri- 
cardial reaction following acute myocardial 
infarction occurs in 3 to 4 per cent of all 
cases as Dressler has indicated occurred on 
his service. 


Summary 


An unusual, oft-relapsing pleuro-pericar- 
dial reaction attended by fever, central 
chest pain, and sometimes pneumonitis, oc- 
curred in an elderly man during convales- 
cence from acute cardiac infarction. This 
syndrome has been studied with care by 
Dressler but confirmed by few other 
authors. We urge others to aid in determin- 
ing how frequently this post-myocardial in- 
farction syndrome of Dressler occurs. 


Addendum 


Since submission of this manuscript 4 
more cases of this disorder have been en- 
countered over a short observation period 
by Weiser and his associates. (Weiser, 
N. J., Kantor, M., and Russell, H. K. “Post 
Myocardial Infarction Syndrome” Circula- 
tion 20:371, 1959). 
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An Approach to the Problem 
Of Early Simple Glaucoma 


RICHARD G. WEAVER, M.D. 
WINSTON-SALEM 


In approaching the problem of the pa- 
tient with early simple glaucoma, it might 
be in order to define what is meant by 
“early simple glaucoma.” Our connotation 
is that the patient has an_ intraocular 
pressure of no more than 30 mm. of mer- 
cury as measured by the Schiotz tonometer, 
with either minimal or no field changes due 
to glaucoma, and an open filtration angle. 

This brings up the somewhat controver- 
sial point as to whether the diagnosis of 
simple glaucoma can be made in the ab- 
sence of visual field changes. We believe 
that it can, on the basis of tension, ton- 
ographic data, and, especially, provocative 
tests in conjunction with tonography. We 
have had several cases which we diagnosed 
before visual field loss, in which typical 
visual field changes due to glaucoma sub- 
sequently developed. 


Case Detection 


The first problem to be confronted in the 
approach to the patient with early simple 
glaucoma is that of identifying him. We 
have set up a specific routine for case-find- 
ing to follow in patients coming to our of- 
fice for “routine examination.” 

The first step is taking the history. We 
ask specifically about any family history of 
glaucoma or blindness which may be due 
to glaucoma. Since there are likely to be 
no symptoms in early simple glaucoma, 
we feel that this information is probably 
the most important aspect of the history. 

The next step is to make a careful note 
of the optic nerve head. Certain symbols 
indicating the depth of the cup, the sharp- 
ness of the margins of the cup, and the 
amount of overhang of the cup are noted. 
We have found it difficult to differentiate 
physiolgic cupping from glaucor:ate cup- 
ping and also to detect minor changes in 
the cup on later examinations, It is a dis- 
tinct aid to have fairly specific ske.ches of 
the discs rather than mere description or 
statements such as “no glaucomateus cup- 
ping.” 


Tonometry is the next important step. 
This procedure is always done on any pa- 
tient 35 years of age or older, on any pa- 
tient whose cup has made us at all suspi- 
cious of simple glaucoma, and On any pa- 
tient who has any family history of glau- 
coma. Tonometry is the most effective tool 
we have to pick up cases of early glaucoma. 

In 18 months Hildreth” found 97 eyes 
with normal discs, open angles, and normal 
visual fields which had what he called 
“border-line tension.”” Among these there 
were 69 with glaucoma, and only 20 which 
were found to be normal at the end of a 
follow-up period of 6 to 18 months. Of the 
69 eyes with glaucoma, treatment was 
started on 21. Only one of this group suf- 
fered field loss, while 26 of the 48 untreated 
eyes lost field during the follow-up period. 
Thus in a period of 18 months one physi- 
cian found some 30 patients with early 
glaucoma who otherwise would have been 
missed without tonometry. Hildreth did 
not specifically state what he considered a 
“border-line tension.” We consider a scale 
reading of 3.5 or less on the Schiotz ton- 
ometer suggestive of an abnormal] intra- 
ocular pressure. 

A tachystoscopic field test is the next 
step in our routine screening process. This 
can be done very easily and quickly by the 
office nurse or technician. The test has 
proved valuable by occasionally enabling 
us to find patients with abnormal visual 
fields who eventually were found to have 
definite glaucoma although during routine 
tonometry they showed tensions within the 
normal range. 


Diagnosis 
If any of the above tests suggest that this 
patient may have glaucoma, we then at- 
tempt to make a definitive diagnosis. For 


this purpose we ask him to return to the 
offiice at a later date. The second exanrina- 


tion also follows a very definite routine. 
The first test done is the visual field. on the 
tangent screen. We eventually attempt. to 
use a 1 mm:-test object at 1,000 mm. on‘all 
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patients, although this rule has to be al- 
tered with certain patients who are “diffi- 
cult field subjects.’’ We use the Harrington 
“black light’ in conjunction with fluores- 
cent test objects on a Gunkel screen. Al- 
though this method may not be quite as 
sensitive as more standard procedures, we 
believe that this disadvantage is out- 
weighed by its advantages. In our hands 
these advantages are fewer “false positive”’ 
field defects and better, more accurate, and 
more repeatable patient response. By this 
method we have found a high correlation 
between the field defects taken with the 
2/1000 white test object and those picked 
up on the tachystoscopic screener. Tonog- 
raphy is then done on all of these patients, 
followed by gonioscopy. 

Not infrequently all studies up to this 
point are within normal limits. If this is 
true, we perform a water-drinking provoc- 
ative test at a later date. We do this by de- 
termining the baseline tension and having 
the patient drink 1000 cc. of water, and 
then checking the ocular tension every 15 
minutes. At the end of 45 minutes or an 
hour tonography is done. We consider that 
the test is positive for glaucoma if there is 
a rise in the intraocular pressure of 8 mm. 
or more of mercury; if there is a rise in 
the intraocular pressure to three scale 
readings or less on the Schiotz tonometer, 
or if there is significant change in tonogra- 
phic tracings. We consider these latter 
changes significant if the facility of out- 
flow (C-value) drops to a definitely ab- 
normal value such as 0.15 or below, or if it 
drops significantly from previously estab- 
lished levels. We have also found the ratio 
of the initial pressure (Po) divided by the 
facility of outflow (C-value), as defined by 
Becker'*), of extreme value. This purely 
arbitrary ratio takes into account two im- 
portant physiologic conditions of the eve; 
namely, the pressure and the facility of out- 
flow. A ratio above 100 is considered ab- 
normal. 

There are two points here that I believe 
should be emphasized. Once a person has 
become a “glaucoma suspect” in our clinic, 
it may take several months to establish a 
diagnosis of glaucoma. We have found it 
easier to make the diagnosis of glaucoma 
than to refute it definitely. The second 
point of emphasis is our belief that the 
diagnosis of glaucoma by use of tonometry, 
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tonography, and provocative tests can be 
made before functional loss occurs. This, of 
course, is when the diagnosis should be 
made, since therapy can then be directed 
toward maintaining normal vision and 
normal fields. I believe it is generally con- 
ceded that treatment is most efficacious 
during this period. 


Therapy 


I would like to emphasize that the treat- 
ment to be discussed in this section is that 
used in early, but established, glaucoma. 
Pilocarpine is still the usual treatment for 
simple glaucoma. Weaker solutions, usual- 
ly starting with 1 per cent, are used initial- 
lv and increased up to 4 per cent as deemed 
necessary and as discussed in the subse- 
quent section. Of course other drugs such 
as eserine are used. In glaucoma patients 
we frequently use pilocarpine drops in con- 
junction with pilocarpine salve at bedtime 
or occasionally with eserine salve because 
of its longer effect. We also use 1!% per cent 
carbamylcholine in phemerol patients 
who become ‘“‘pilocarpine-fast.” 


Recently we have frequently been using 
2 per cent epinephrine bitartrate. This is 
one of the older drugs used in glaucoma 
therapy, but until recently it apparently 
was used infrequently. In a recent study, 
Becker and Ley'*’ found that the mode of 
action of this drug is to suppress the se- 
cretion of aqueous. This action has been an 
extremely useful adjunct in the treatment 
of simple glaucoma, and in our hands is 
used in conjunction with pilocarpine. In 
this way we hope that the pilocarpine will 
improve the facility of outflow, while 
epinephrine bitartrate will suppress the 
aqueous formation. We have also found 
that epinephrine bitartrate used in con- 
junction with pilocarpine seems to cut 
down the amount of ciliary spasm and the 
resultant myopia that is so annoying to pa- 
tients on pilocarpine therapy. Our patients 
have complained somewhat of a local irri- 
tation due to the 2 per cent epinephrine hy- 
drochloride, but since this drug is used only 
once a day, they have usually come to tol- 
erate it without too much complaint. 

Carbonic anhydrase inhibitors are ex- 
tremely useful drugs in the treatment of 
simple glaucoma, even on a prolonged basis. 
Our experience would agree with that of 
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others that none of the newer drugs offer 
any real advantage over acetazolamide 
(Diamox). 

I wish to emphasize that in early simple 
glaucoma, medical therapy is pushed to ex- 
tremes, as will be discussed later, and sur- 
gical intervention is avoided except where 
the medical treatment is failing, as_ evi- 
denced by progressive loss of visual field. 
In surgical therapy, one of the most recent 
aids that we have found to be of value is 
Scheie’s'*) new filtering procedure, using 
coagulation of the wound edges. We have 
not yet had wide experience with this pro- 
cedure, but in the few cases where it has 
been used, it has given excellent filtration. 

Prognostic Criteria 

In this section I include the step neces- 
sary to evaluate the results of therapy. Af- 
ter all, the crux of any treatment for glau- 
coma is whether it is preserving the vision 
of the particular individual who is receiv- 
ing it. We follow these patients at inter- 
vals of approximately four months, usually 
varying the appointments from morning 
to afternoon so that any diurnal variation 
may be detected. We frequently time ex- 
aminations at an hour when medication is 
due to see if the therapy is adequate at this 
crucial time. At each visit the optic discs 
are carefully compared with the previous 
sketches, and the ocular tension is also de- 
termined, The visual fields are recorded 
personally at each visit. We feel that it is 
important to have the same examiner at 
each visit, if the presence or absence of 
field changes is to be valid. If progression 
of the visual field loss is apparent, we check 
meticulously for possible non-glaucomatous 
causes, such as extreme miosis, lenticular 
opacities, or other external factors such as 
lid drooping, glasses frames, and the like. 

Tonography is done at each follow-up 
visit. We have found this to be second in 
importance only to visual fields in follow- 
ing patients with early simple glaucoma. 
As pointed out by Becker’) and more re- 
cently by Roberts'®), normalization of the 
C-value gives a much better prognosis for 
visual fields than normalization of the ten- 
sion alone. 

It might be of interest at this point to 
compare the various criteria of control of 
glaucoma over a three year period”. Using 
certain arbitrary criteria for excellent con- 
trol—primarily no loss of visual field and 
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no recorded tension of over 24 mm. of mer- 
cury on the Schiotz tonometer—Becker 
found that by maintaining the ratio of the 
tension over the facility of outflow at 100 
or less, 90 per cent of the cases were “con- 
trolled.” If the scale reading of 4 (20.4 mm. 
of mercury) on the Schiotz tonometer is 
used as a criteria for control, then 74 per 
cent of his cases were “controlled” on ther- 
apy over a three-year period. If only a scale 
reading of 3 (24 mm. of mercury) is used, 
however, then only 50 per cent of his cases 
were “controlled”. Since tonography is not 
widely available, it might be pointed out 
that the simple expedient of using a scale 
reading of 4 (20.4 mm. of mercury) in- 
stead of 3 increases the chance of control 
by 25 per cent. At this point I wish to em- 
phasize that in our opinion the lack of re- 
turn of the facility of outflow to normal on 
the normalization of the pressure over 
the facility of outflow value is not an 
indication for surgery. We do_ believe, 
however, that it is an indication to increase 
the medical therapy and increase the vigil- 
ance about the visual fields. Surgery is done 
only in cases which show a visual field loss 
during maximum tolerable medical therapy. 
In our hands maximum tolerable therapy— 
and I emphasize the word tolerable— 
usually consists of 4 per cent pilocarpine 
or its equivalent four times a day, 2 per 
cent levoepinephrine hydrochloride once or 
twice a day, and Diamox in doses that do 
not cause digestive upsets or intolerable 
paresthesias. 


Summary 


No attempt has been made to present any 
original work in this discussion, Instead we 
have outlined techniques of case-finding, 
diagnosis, and treatment that we use in 
dealing with the problem of early simple 
glaucoma. 
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The Position of the Internist and Other Non-Surgical 
Specialists in the Pattern of Medical Care 


ELBERT L. PERSONS, M.D.* 
DURHAM 


It is a pleasure to come here as a repre- 
sentative of the North Carolina Society of 
Internal Medicine. This new group was or- 
ganized in 1955, with all the aims and pur- 
poses of the American College of Physi- 
cians and with the broad aim of promoting 
an understanding between board-certified 
specialists in internal medicine and other 
nonsurgical practitioners who are recog- 
nized at the community level as perform- 
ing services typical of specialists in their 
field. Real progress has been made in im- 
proving our own understanding of the posi- 
tion of a non-surgical specialist in the en- 
tire pattern of medical care. Our attend- 
ance at these meetings has improved, and 
there is more interest in activities at the 
county level. 

In general, our interest in the problems 
of medical care has been welcomed, and our 
activities are arousing real interest in 
other states. Contrary to some of the sta- 
tistics we read, it seems that North Caro- 
lina is far from being regarded as a back- 
ward state. As president of a new national 
society of internists during the past year, 
with an opportunity to compare the activ- 
ities of physicians in different states, I 
have never needed to apologize for the 
medical situation in North Carolina. 

I am here to report my personal exper- 
iences derived from nationwide contacts 
during the past two years, and to express 
my conviction that it is not too late, al- 
though the time appears to be growing 
short, to break down some of the fences 
which have been erected within the medical 
profession by a mistaken concept of board 
certification. According to this concept, 
board certification implies that any par- 
ticular specialty group can determine that 
some doctors in its field are “first class” 
and that all others must be regarded as 
“second class.” Qualification by a specialty 
board is easy to recognize on paper, but 
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of the State of North Carolina, Asheville, May 6, 1959. 
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the true and actual recognition of services 
performed by a specialist comes at the level 
of patient care as it has been established in 
the community. 


As licensed physicians, we have the re- 
sponsibility of serving our particular com- 
munity in the best possible way, according 
to community standards. A well qualified 
practitioner in a suburban area close to 
Charlotte or Asheville might reasonably 
hesitate, because of his proximity to a med- 
ical center and possible repercussions, to 
perform a spinal puncture for diagnosis 
alone as distinct from the same procedure 
done as an acutely needed therapeutic 
measure. The same test, however, is ex- 
pected to be done by every physician in a 
rural area, It is the community, rather than 
the Medical Society of the State of North 
Carolina or any society of specialists, 
which determines what type of doctor will 
perform a specific service. 


Extension and Recognition 
of Specialty Services 


As our ability to care for the public has 
improved, the services of those trained in 
surgery and the surgical specialties have 
been extended. This extension has _ been 
greatly simplified by the fact that detailed 
and explanatory schedules for surgical 
operations can easily be recognized by the 
hospital in which they are performed, as 
regards both the quality of the service and 
its cost. Fee schedules may be either of the 
indemnity type or may specify that the 
service will be performed for a_ prear- 
ranged fee where the actual performance 
can be shown and documented. 


The extension of adequate surgical serv- 
ices and the recognition of the surgical 
specialties in smaller communities has been 
promoted by the fact that these fee 
schedules for a particular service can be 
recognized wherever the service is per- 
formed, and whether or not it is performed 
by a certified specialist. 
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In an effort to improve and broaden the 
quality of medical care available to the 
public, many non-surgical specialists, in- 
cluding internists, have established them- 
selves as specialists and have been able to 
command recognition of their services by 
setting fees commensurate with the addi- 
tional time and skill involved in making a 
complete diagnostic survey of a complicated 
or confusing non-surgical problem. The 
services of the internist, and of other non- 
surgical specialists, are now clearly re- 
garded as a necessary part of medical 
care, 

Relative Value Theory of Prepaid 
Medical Care 

Speaking in general, it should now be 
evident to every licensed practitioner that 
the acceptance of the principle of prepaid 
medical insurance is absolutely necessary 
if the private practice of medicine as it is 
known today is to continue to offer the peo- 
ple of this country the highest type of 
medical care available anywhere. Many in- 
formed people are convinced that it is only 
a matter of time—perhaps 10 years, per- 
haps more—until we have some type of 
governmental medical coverage which will 
be as satisfactory to the average American 
citizen as the National Health Service has 
been to the average British subject. It is 
our problem to design a pattern of prepaid 
medical care which will be controlled by 
the physician rather than by the govern- 
ment, and the importance of the services 
of the non-surgical specialist must be rec- 
ognized in this pattern if it is to succeed. 

This fact was recognized by the Amer- 
ican Medical Association in 1955 by the ap- 
pointment of a Committee on Medical 
Service (Dr. Warde B. Allen of Baltimore, 
chairman) to study, among other things, 
“means of securing better recognition of 
diagnostic and non-surgical services to the 
patient.’”’ During its first year of study this 
Committee became interested in the Rela- 
tive Value Theory, which was being tested 
in California and Iowa, and examined with 
great interest in Michigan. The committee 
arranged for a year of study by the Society 
of American Actuaries, whose report was 
received in Philadelphia in December, 1957, 
and the American Medical Association has 
now asked that each state society conduct 
a similar study. Although the A.M.A. can 
never direct its component societies, this 
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action strongly indicates that whether phy- 
sicians approve or disapprove, the fact re- 
mains that we are going to live and work 
with a schedule of fees with relation to a 
significant proportion of our practice, from 
now on. The question remaining is a chal- 
lenge to the medical profession in each 
state. 

The present hodgepodge of lengthy and 
poorly standardized schedules for surgical 
procedures was developed independently by 
some 73 completely autonomous Blue Shield 
organizations and hundreds of insurance 
companies. Most of these schedules include 
only token coverage for any type of non- 
surgical care, however it is rendered. Must 
this represent the best thinking of the 
American medical profession, or can we 
establish, with the use of the “relative 
value” theory, a set of basic schedules that 
will allow for reasonably accurate predic- 
tions as to the cost of the entire pattern of 
medical] care, now and in the future? 

It is clear to everyone here that, al- 
though almost all Blue Shield and commer- 
cial fee schedules covering medical and 
surgical services are out of balance and fail 
to recognize the time and skill involved in 
many non-surgical procedures, the physi- 
cians who now perform these procedures 
are being recognized and recompensed in 
such a way that personal gain is not a 
factor in their concern for the future. Our 
board-qualified colleagues in the surgical 
specialties are equally concerned that in 
the future the non-surgical specialist be 
able to maintain the present quality of 
medical care and that his services continue 
to be recognized. Many general practition- 
ers now schedule appointments for detailed 
study of certain problem cases and charge 
appropriate fees. They understand that the 
development of a fee schedule for specified 
non-surgical services will be helpful in the 
future. 

It is reasonable to suppose that the 
board-qualified specialist in North Carolina 
who customarily takes a complete history 
and does a complete physical examination 
on his patients considers that, although his 
net income is lower on the average than 
that of a member of the Academy of Gen- 
eral Practice or of a board-qualified sur- 
geon or surgical specialist, he is adequately 
compensated by the circumstances of his 
practice and the fact that his patients 
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recognize that his services require addi- 
tional time and skill. As I have said, the 
present situation in North Carolina is not 
open to any major criticism in comparison 
with that of other states. 

It must be recognized, however, that 
organized medicine in this country, from 
the county society to the American Medical 
Association, has failed to make a construc- 
tive approach to the social and economic 
aspects of health and medical care, partic- 
ularly as they relate to the problem of ex- 
tending prepayment programs to cover the 
cost of full medical care. The board-quali- 
fied internist, pediatrician, and neurologist 
have often failed to recognize the difference, 
economically speaking, between the patient 
who actually requires specialized care and 
the patient seeking elective medica] inves- 
tigations for such nuisance complaints as 
hay fever, headache or indigestion, who 
should assume a considerable part of the 
cost. It is entirely reasonable that board 
qualifications should be recognized in some 
instances. 

Definition of services 

It should, however, be understood that 
the relative value theory only recognizes 
the characteristic services of a specialty, 
and must specify that any physician who 
shows that he has performed them may be 
equally compensated. The lack of an ade- 
quate definition of these services in a fee 
schedule was a stumbling block until the 
publication, under the direction of General 
Paul Robinson, of the second proposed 
Medicare contract with the United States 
Government. As many of you know, this 
contract defined, clearly and in consider- 
able detail, a series of non-surgical proce- 
dures which would allow evaluation on 
either a unit or dollar basis, The adoption 
of such a descriptive schedule will greatly 
simplify the development of a set of rela- 
tive value fee schedules. 


Need for a Relative Value Study 
in North Carolina 

So far in this discussion I have stressed 
the fact that there need be no apology for 
the present intraprofessional relationships 
in North Carolina, and that, allowing for 
variations in community standards, our 
pattern of medical care is probably above 
the national average as it relates to the 
costs of adequate medical services at all 
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levels in the community. I have indicated 
the same doubts you all experience as to 
the realistic values of our present Blue 
Cross contracts with regard to the services 
of a non-surgical specialist, and I have 
pointed out that the same _ difficulties 
are present in other states and in all 
the hundreds of fee schedules’ which 
have been promulgated by Blue Shield and 
commercial insurance companies. We are 
all aware that until now organized medi- 
cine has failed to offer a balanced type of 
relative value schedule, specifying the de- 
tails of services characteristic of non- 
surgical specialists. Such services can be 
recognized in hospitals, just as surgical 
procedures are recognized, and can _ be 
recognized by the fiscal agents of insurance 
programs if they are clearly specified and 
if adequate reports are included with a 
claim for a specific service. 

There is no reason for North Carolina to 
adopt the findings of any other state in con- 
nection with a relative value study. We are 
in an idea] position to secure the necessary 
information for a study which wil] have a 
great impact on the entire picture of organ- 
ized medicine. The best way to assure the 
future status of the whole pattern of med- 
ical care in North Carolina would be to 
define accurately each and every service 
that is now being furnished in North 
Carolina by a doctor of medicine, to deter- 
mine by appropriate questionnaires what 
fees are being collected for such services 
in various areas of the state, and to an- 
alyze this material on a statistical basis. 
There should be no attempt to compare 
medical services with those of surgery, 
radiology, laboratory technology, and _ pa- 
thology in determining the initial relative 
values, and the entire program should be 
based on findings from North Carolina 
rather than on conclusions from other 
state surveys. 

In the survey there should be emphasis 
on an evaluation of the proportionate rela- 
tionship between charges made by indivi- 
dual physicians and the total cost of med- 
ical care to their patients because of 
increased costs of hospital care, drugs, and 
special investigative procedures. 


Summary 


To revert to the title of this address and 
the reasons for my appearance on this 
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‘o anticipate the harvest you must 
consider the seed from which the 


plant is grown. 


It is human nature to ask: “What's 
behind it?”The fact that our nation’s 
doctors stand behind Blue Shield, 
through their local medical socie- 
ties,is certainly an important reason 
for its widespread acceptance. One 
doctor summed it up this way:“The 
public will nave faith in Blue Shield 
so long, and only so long, as we the 
® doctors have faith in it and continue 


Bto endorse it.” BLUE SHIELD. 


| CHAPEL HILL, NORTH CAROLINA 
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minimal disturbance 
of the patient's 
chemical and psychic 
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- ellective control 
of allereic 
and inflammatory 


symptoms balance 


‘in allergic and t kin disord lud 
IN allergic IntammMatory skin disorders (including psoriasis 
Substantiated by published reports of leading clinicians i 
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At the recommended antiallergic and anti- 
inflammatory dosage levels, ARISTOCORT means: 


freedom from salt and water retention 
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Concerning Your Health and Your Income 


A special report to members of the Medical Society of 
the State of North Carolina 
on the progress of the Society’s 
Special Group Accident and Health Plan 
in effect since 1940 


PROUDLY WE REPORT 1959 
AS OUR MOST SUCCESSFUL YEAR IN SERVING YOUR SOCIETY. 


During the year we introduced a NEW and challenging form of disability protec- 
tion. There has been overwhelming response on the part of the membership. 


Participation in this Group Plan continues to grow at a fantastic rate. 


1960 


is our 20th year of service to the Society. It is our aim to continue to lead the field in pro- 


viding Society members with disability protection and claim services as modern as tomor- 
row. 


SPECIAL FEATURES ARE: 


1. Up toa possible 7 years for each sickness (no confinement required). 
2. Pays up to Lifetime for accident. 
3, New Maximum limit of $650.00 per month income while disabled. 

All new applicants, and those now insured, who are under age 55, and in good 


health, are eligible to apply for the new and extensive protection against sickness and ac- 
cident. 


OPTIONAL HOSPITAL COVERAGE: Members under age 60 in good health may apply for 
$20.00 daily hospital benefit — Premium $20.00 semi-annually. 


Write, or call us collect (Durham 2-5497) for assistance or information. 


BENEFITS AND RATES AVAILABLE UNDER NEW PLAN 


. COST UNTIL AGE 35 COST FOR AGES 35 TO 70 

Accidental Death * Dismemberment 
Coverage Loss of Sight, Speech Accident and Annual Semi-Annual Annual Semi-Annual 

or Hearing Sickness Benefits Premium Premium Premium Premium 

5,000 5,000 to 10,000 50.00 Weekly $ 78.00 $ 39.50 $104.00 $ 52.50 
5,000 7,500 to 15,000 75.00 Weekly 114.00 37-50 152.00 76.50 
5,000 10,000 to 20,000 100.00 Weekly 150.00 75.50 200.00 100.50 
5,000 12,500 to 25,000 125.00 Weekly 186.00 93.50 248.00 124.50 
5.000 15,000 to 30,000 150.00 Weekly 222.00 _—‘111.50 296.00 148.50 


*Amount payable depends upon the nature of the loss as set forth in the policy. 


Administered by 
J. L. CRUMPTON, State Mgr. 


Professional Group Disability Division 
Box 147, Durham, N. C. 


J. Slade Crumpton, Field Representative 


UNDERWRITTEN BY THE COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 


Originator and pioneer in professional group disability plans. 
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platform, it appears that the non-surgical 
specialist is reasonably satisfied with his 
present position in the pattern of medical 
care, as are the younger men now in train- 
ing for these positions. Present social and 
economic trends, however, indicate that a 
careful and detailed evaluation of the total 
picture of medical care in North Carolina 
is urgently needed in order to establish a 
“relative value” basis for a realistic view 
of the future. 


If a balanced pattern of total medical 
care is to be maintained, the types of serv- 
ices performed by non-surgical specialists 
must be described and assigned reasonable 
relative values, just as has been done for 
the types of services performed by surgical 
specialists. 


PHARMACEUTICAL MANUFACTURERS 
ASSOCIATION 


STATEMENT OF PRINCIPLES OF 
ETHICAL DRUG PROMOTION 


(Adopted by the P.M.A. Board of 
Directors, May 24, 1958) 


WE, members of the Pharmaceutical Man- 
ufacturers Association, recognizing our 
responsibilities and obligations to promote 
the public welfare and to maintain hon- 
orable, fair, and friendly relations with the 
medical profession, with associated sciences, 
and with the public, do pledge ourselves to 
the following statement of principles: 

1. Prompt, complete, conservative and 
accurate information concerning ther- 
apeutic agents shall be made available 
to the medical profession. 

2. Any statement involved in product 
promotional communications must be 
supported by adequate and acceptable 
scientific evidence. Claims must not be 
stronger than such evidence warrants. 
Every effort must be made to avoid 
ambiguity and implied endorsements. 
Whenever market, statistical or back- 
ground information or references to un- 
published literature or observations 
are used in promotional literature, the 
source must be available to the physi- 
cian upon request. 

3. Quotations from the medical literature 
or from the personal communications 
of clinical investigators in promotional 
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communications must not change or 
distort the true meaning of the author. 

4. If it is necessary to include compari- 
sons of drugs in promotional commun- 
ications, such comparisons must be 
used only when they are constructive 
to the physician and made on a sound 
professional and factual basis. Trade- 
marks are private property that can 
be used legally only by or with the 
consent of owners of trademarks. 

5. The release to the lay public of infor- 
mation on the clinical use of a new 
drug or on a new use of an etablished 
drug prior to adequate clinical ac- 
ceptance and presentation to the med- 
ical profession is not in the best in- 
terests of the medical profession or the 
layman. 

6. All medical claims and assertions con- 
tained in promotional communications 
should have medical review prior to 
their release. 

7. Any violation of these _ principles 
brought to the attention of the Presi- 
dent of the Pharmaceutical Manufac- 
turers Association shall be referred by 
him to the Board of Directors. 


New Synthetic Drug Effective 
Against Varied Bacterial Infections 

Of 466 patients with varied bacteria] infections 
treated by physicians throughout the country who 
have participated in a recent study, 61 per cent 
were cured and 21 per cent improved by therapy 
with a new synthetic antibacterial agent called 
Altafur (furaltadone, Eaton), it is reported by 
Drs. Paul J. Christenson and Charles H. Tracy in 
Current Therapeutic Research (2:1, 22-29, Jan. 
1960). Altafur is a member of the nitrofuran class 
of drugs, which are neither antibiotics nor sul- 
fonamides. 

Some 240 patients in the study “had failed to 
respond to previous therapy with other antibac- 
terial agents, and, of these, 54 per cent were 
cured and an additional 24 per cent improved with 
furaltadone,” the physicians state. 

The study includes 266 cases in which Staphy- 
lococcus aureus was the causative organism. Some 
“65 per cent were cured and a further 19 per cent 
improved” with furaltadone. 

The physicians note that “no reports of unusual 
side effects” were brought to their attention. They 
add that furaltadone “apparently interferes with 
the oxidation of alcohol” and “patients being 
treated with furaltadone, and for seven days 
thereafter, should refrain from ingesting alcohol 
in any form.” 
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PILLS AND POLITICS 


The day after sulfapyridine—the first 
sulfonamide found effective against the 
pneumococcus—was released for sale on 
prescription, a doctor prescribed 50 tablets 
for a patient who had just developed lobar 
pneumonia. It then cost 50 cents a tablet. 
Later when one of the family came in to 
pay the bill, he commented on the excessive 
cost of the prescription. He was reminded 
that the patient’s temperature was normal 
the second day of the disease; that the doc- 
tor made only three visits to the house be- 
fore discharging the patient; whereas a 
few years before the same patient with the 
same disease was in the hospital for three 
weeks, with nurses around the clock for 10 
days. The critic of the high cost of the new 
drug then agreed that it would have been 
cheap at a much higher price. 
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Now sulfapyridine has been replaced by 
other sulfonamides which are far superior 
but which are quite inexpensive. 

If the cost of penicillin had remained at 
its first level, even moderately well to do 
families could not afford the enormous 
doses now prescribed. The same could be 
said of insulin and of many other modern 
drugs. For the development of these life- 
saving remedies and for their being with- 
in the reach of most patients, we can thank 
the pharmaceutical houses now under cri- 
ticism by the Kefauver Committee. Un- 
doubtedly the so-called wonder drugs have 
been prescribed entirely too freely, and 
their overuse has added greatly to the cost 
of medical care. They have, however, saved 
thousands of lives when they were really 
needed. 

One of the most deep-seated traits of hu- 
man nature is the desire for a scapegoat to 
blame for undesirable events. While the 
cost of medical care has not increased near- 
ly as much as the cost of living generally, 
it has been resented by the public. 

Senator Kefauver’s Committee, its 
sweeping indictment of the pharmaceutical 
industry, ignores the enormous amount of 
fruitless research that has preceded the 
production of remedies that have revolu- 
tionized the practice of medicine. It has 
been estimated that of chemical substances 
tested for therapeutic use, not more than 
40 out of 1,900 showed enough promise for 
a clinica] test. Dr. Austin Smith has esti- 
mated that since 1947 the pharmaceutical 
industry has spent about one billion dollars 
in research alone 

It is true that the cost of some new drugs 
seem excessive, but it is equally true that 
competition between manufacturers — and 
possibly some humanitarian instinct — has 
resulted in tremendous reductions in price. 

Soon after Dr. Austin Smith, former edi- 
tor of the Journal of the A.M.A., became 
president of the Pharmaceutical Manufac- 
turers Association, the Association adopted 
a statement of principles of ethical drug 
promotion which pledges them to ‘“main- 
tain honorable, fair, and friendly relations 
with the medical profession, with associ- 
ated sciences, and with the public.” It is un- 
fortunate that this statement of principles 
has not been circulated as widely as have 
the unfair charges made by the Kefauver 
Committee. 
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HEALTH AND INCOME 


In its Bulletin for March, the Health In- 
formation Foundation gives an interesting 
comparison of the mortality rate from 1930 
through 1957 in high-income and _ low-in- 
come states. In 1930 the death rate in the 
10 states with the lowest income was 13 
per cent greater than in the 10 with the 
highest income (140 per 1,000 as compared 
with 124 per 1,000). This gap has gradual- 
ly narrowed until in 1957 the difference 
was only 1 per cent (84.2:83.75). The na- 
tional death rate has dropped by 37 per 
cent. 

Of further interest and significance is 
that for the older age group—65 and over 
—the mortality is lower in the low-income 
states. 

The rate for certain disease is  note- 
worthy. The mortality from heart diseases, 
cancer, diabetes, suicide, vascular lesions, 
and accidents is significantly higher in the 
high-income states. Influenza, pneumonia, 
and tuberculosis have a higher mortality in 
the low-income group. 

This suggests that there is a penalty 
other than that imposed by the internal 
revenue service for higher incomes. It would 
be an interesting speculation as to just what 
makes the difference — whether over-nutri- 
tion, the stress that goes with success in 
business, a tendency to a faster rate of liv- 
ing generally, or a combination of factors. 
The interesting observation was made that 
the gap between incomes in these two 
groups of states has narrowed in propor- 
tion to the health gap. This is in accord 
with the Biblical prayer, “Give me neither 
poverty nor riches.” 


* * 


THE THREE R’S IN RUSSIA 


The United States News and World Re- 
port for February 29 says that a group of 
United States school superintendents who 
recently visited Russia reported to a con- 
vention of school administrators in Atlantic 
City that Soviet schools are still using 
methods abandoned in the United States 
years ago. The children actually learn the 
alphabet and phonics before beginning to 
read. Many American parents are old- 
fashioned enough to think that the schools 
of this country took a long step backward 
when they abandoned the _ time-honored 
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method of first learning the alphabet and 
using the phonetic system in reading, and 
copied the Chinese system of using symbols 
for words instead of combinations of let- 
ters. As a result the poor Chinaman has to 
learn thousands of symbols instead of the 
26 letters of our alphabet. It would be a 
safe bet that Russian children are better 
spellers than our American youngsters. 
They could hardly be worse. 

Another observation: More and earlier 
written work is required of Russian chil- 
dren. This too seems to many parents a 
good thing. 

The visitors finally reported on the third 
R: That in Russia emphasis is placed on 
formal arithmetic drills with more stress 
on rules than in this country. Might this 
not help explain the greater progress in 
science made by the Russians now causing 
us so much concern? It may be that the 
Russians can teach us something after all. 


DEAN W. C. DAVISON RESIGNS AS 
DUKE MEDICAL SCHOOL DEAN 


As all our readers know, Dr. W. C. Davi- 
son, who has been dean of the School of 
Medicine of Duke University since its be- 
ginning, has resigned as dean, effective 
July 1. He has well earned the right to rest 
from the exacting duties of the deanship, 
but it is hard to think of the Duke School 
of Medicine without ‘‘Dave” as its dean. 
Since its first class was admitted in 1930 
he has met the demands of his office with 
so little apparent effort, and yet so effi- 
ciently, that the burden seemed lighter 
than it really was. He deserves great com- 
mendation for the fine work he has done: 
organizing and directing the first four-year 
medical school in North Carolina; organ- 
izing his own Department of Pediatrics; 
writing and keeping up to date by constantly 
revising the most popular reference work 
on pediatrics (The Compleat Pediatrician) ; 
and keeping in touch with the constantly 
increasing number of Duke’ graduates 
scattered all over the world. 

It is good to know that he will continue 
to serve as the James B. Duke Professor 
of Pediatrics. This JOURNAL, on behalf of 
the North Carolina medical profession ex- 
tends congratulations to Dr. Davison upon 
having given such notable leadership in 
medical education for the past 30 years, 
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and offers the hope that he will continue 
to serve for many more years as an elder 
medical statesman. 

The choice of Dr. Barnes Woodhall, pro- 
fessor of neurosurgery, as his successor is 
a happy one. Many Duke alumni who have 
known Dr. Woodhall have expressed their 
gratification in his selection, and their con- 
fidence that he will continue to uphold the 
high standards set by Dr. Davison. It is 
hard to decide whether to extend Dr. Wood- 
hall congratulations or sympathy, as he 
takes up his administrative duties. Perhaps 
it is proper to offer a measure of both. 

THE LONG VIEW OF BLUE SHIELD 

If you aren’t too sure just what Blue 
Shield means to medicine—and to vou and 
me—then try to imagine what the eco- 
nomics and the sociology of medical prac- 
tice would be like without Blue Shield. 

Remember first that most Blue Shield 
Plans were organized by local units of 
organized medicine 15 or 20 years ago. 
Medicine then faced an urgent popular de- 
mand for some mechanism through which 
people could prepay unpredictable medical 
care costs. The insurance companies 
doubted that medical bills could be safely 
covered by insurance methods; and the pol- 
iticians and social reformers were openly 
skeptical that doctors and patients would 
ever be able to get together voluntarily on 
any workable prepayment plan. 

For the first time in modern history, 
America’s physicians—aided and abetted 
by free labor, free industry and the genius 
of American free enterprise—solved a com- 
plex nation-wide social problem by volun- 
tary action. 

Blue Shield is the one prepayment plan 
exclusively devoted to the mutual interests 
of patient and doctor. It’s “nonprofit’”— 
which is to say that the profits belong to 
the subscriber, and they’re immediately re- 
turned to him in terms of broader services 
covered and more adequate payments for 
his doctor’s services when he needs them. 
Blue Shield serves all segments of the com- 
munity, not just those favored elements 
who need it least and who offer the best 
prospect of profitable underwriting. 

In most areas, the local physicians- are 
voluntarily accepting Blue Shield payments 
in full payment of services required by 
subscribers in low or medium income 
brackets, recognizing that in Blue Shield— 
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and only in Blue Shield—the payment 
schedules reflect the profession’s own eval- 
uations of its services and procedures. 


DR. TOM D. SPIES 

Dr. Tom D. Spies, president-elect of 
Southern Medical Association, died Febru- 
ary 28 at the New York Memorial Center 
for Cancer and Allied Diseases. 

Dr. Spies was a pioneer worker in vita- 
min deficiencies. He first used nicotinic 
acid as a specific for pellagra. He won 
many awards for his outstanding work in 
nutrition. In 1939 the American College of 
Physicians selected him for the John Phil- 
lips Memorial Award for Achievement in 
Internal Medicine. In 1957 the American 
Medical Association gave him its Distin- 
guished Service Award. The Southern Med- 
ical Association in 1959 gave him the Seale 
Harris Medal for important research in 
the field of metabolism, endocrinology, and 
nutrition. Dr. Spies was to have been in- 
stalled as the president of the Southern 
Medical Association at its fifty-fourth an- 
nual meeting in St. Louis October 31- 
November 3. 

Dr. E. H. Lawson, of New Orleans, 
S.M.A. president, truly said that in his 
death the “whole world had lost a great 
humanitarian. His name will be enshrined 
with those of other great benefactors of 
their fellowmen.” 

% 
BRIGHTER PROSPECTS FOR 
SENIOR CITIZENS 

In his address published in this issue, 
Banker G. Warfield Hobbs, III, sounds the 
most optimistic note heard in many a day 
about the future of our Social Security. His 
reasoning is quite logical—that the present 
generation of older citizens is at the lowest 
financial ebb that this country is likely to 
experiene. He points out the reasons for 
this low ebb—that their earning power was 
not great enough to enable them to save for 
the future. It is to be hoped that with the 
increased earning power of the present 
young and middle-aged workers, they will 
have the foresight to save enough to keep 
them from want in their old age. 

Mr. Hobbs’ paper will bear careful read- 
ing—especially the last paragraph suggest- 
ing that we utilize our voluntary insurance 
plans instead of the Forand type of govern- 
ment assistance as a means of caring for 
our older people. 
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President’s Message 


THE CRISIS FACING AMERICAN MEDICINE 


It is well that we hear again the follow- 
ing statement of the president of the Amer- 
ican Medical Association, Dr. Louis M. 
Orr: “American medicine moves closer 
each day towards the most important crisis 
we have ever faced.” 

All of us know that he is talking about 
the “Forand Bill,” that indirect scheme 
confronting us to bring about step by step 
in piecemeal style the socialization of 
American medicine. 

Let there be no mistake about it, the 
crisis is real, the threat is positive, the 
battle lines have been drawn, and the op- 
portunity of doctors to work in an at- 
mosphere of freedom is at stake. We must 
attack with our plans if we are to preserve 
our free medical system. Time marches on 
and we must make the best use of it by 
proving to the legislative bodies that we, as 
a profession, do have already established 
sound programs through our’ sponsored 
Blue Cross and Blue Shield insurance pro- 
grams and through the help and valiant 
support of the private insurance com- 
panies. 

Our opponents can lose many times, re- 
turning after each defeat to the legislative 
halls with new plans for socialized schemes, 
but remember we can only lose once. Once 
a socialized measure is passed and esta- 
blished, its malignant growth will eventual- 
ly spread to fetter our entire free enter- 
prise system. 

How the issue is resolved will depend 
upon the individual and collective effort of 
you and every physician in your county so- 
ciety, in our State Society, and in our na- 
tion. The degree to which we help rally 
community support for us and our way of 
the free choice of the practice of medicine 
is the important factor. 

We should be familiar with all of the 
facts of the Forand Bill that is currently 
before the Ways and Means Committee of 
the House of Representatives in order that 
we might intelligently discuss and oppose 
its provisions. As physicians we must ‘lead; 
therefore, if you have not done so this year 


Read before the Public Relations Conference, Pinehurst, 
January 30, 1960. 


in your county society, it is still not too 
late to do the following: 

1. Familiarize your members with the 
Forand Bill and what it can do to down- 
grade the health care of the aged. 

2. I plead with you to have each member 
write his congressman expressing his views 
and as a county society to send a resolution, 
a new one for this year, 1960. Only seven 
county societies have reported to Head- 
quarters Office that they passed a resolution 
in 1959. I urge you to go home and as pres- 
idents, vice presidents, secretaries, or what- 
ever officer you are, to do this immediately. 
By May let’s be 100 per cent in having 
participated in this one way alone. 

3. Now tell your story to other people. 
Forand and his cohorts are making speeches 
every day for what the passage of this bill 
will do for the old folks, but are you telling 
your patients, your golf, hunting, and fish- 
ing friends, the bankers, the industrialists, 
the civic clubs, and the butchers, bakers, 
and candlestick makers in your community 
what you and physicians like you all over 
this land are doing to provide better health 
care for the American people, particularly 
the aged? 

A recent example of telling your story 
is that of Equitable Life Assurance So- 
ciety of America. In a well directed letter 
every agent and employee of the Company 
was given the essential facts of the Forand 
Bill, its fallacies and the deleterious effect 
its passage would have upon private insur- 
ance carried by millions of resourceful in- 
dividuals. Also support for our position is 
attested by the fact that 150 newspapers 
throughout the country already have printed 
editorials endorsing medicine’s viewpoint. 
We must stimulate at all levels more of this 
type of action. 

Being against the Forand Bill is not 
enough. We must continue our positive pro- 
gram and tell it and sell it to all people 
and solicit their support. 

What have we done, you and I, in a posi- 
tive way, as physicians in North Carolina. 

We have a program, a very definite and 
effective program, in this state that is dem- 
onstrating from day to day how medical 
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care can be financed without leading the 
patient to the brink of financial disaster. 
This is the Doctor’s Plan and the Senior 
Certificate. 


One hundred and thirty million Ameri- 
cans are covered with some form of health, 
accident, hospital, and professional insur- 
ance with either our own sponsored Blue 
Cross and Blue Shield programs or cover- 
age with the vast commercial insurance 
companies. In a very definite sense we have 
an interest in all sound insurance plans, 
for they provide for the patient a way to 
prepay the cost of medical care, and we 
should make every effort to encourage our 
patients to carry adequate insurance. Keep 
them informed on up-to-date developments 
in the insurance field, particularly your 
“senior citizen” patients. 


The plans and schedules of these insur- 
ance programs are flexible and have shown 
a remarkable ability to adjust to the chang- 
ing demands placed upon them without 
bankrupting the Federal Government as 
the Forand Bill would do. 


Private insurance, and particularly our 
own Doctor’s Program, provides for us 
some degree of contro] and retains for the 
patient a free choice of the physician. 
Therefore it behooves all of us to lend our 
real support and just not lip service to our 
own Doctor’s Program. Now is the time 
for you to help yourself in this crisis con- 
fronting you as a physician by becoming a 
participating member of the Doctor’s Pro- 
gram and by encouraging other physicians 
to become members also. Remember we 
have in this program a positive plan of 
medical care to offer in our line of attack, 
and every physician should wisely consider 
becoming a participating member. We must 
see, however, that as members we use and 
not abuse Blue Cross and Blue Shield or 
permit the private groups to be exposed to 
unnecessary claims. 


As you return to your homes pledge 
yourself to go back to your societies with 
enthusiasm. 


Enthusiasm for and interest in your 
State Medical Society. 


Enthusiasm for active participation in 
your county society in the various offices 
you hold. 
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Enthusiasm in telling your story to the 
community in which you live, enlisting the 
support of allies to help you. 

Enthusiasm to support and strengthen 
the Doctor’s Program by becoming partic- 
ipating members. 

Remember, enthusiasm pays the biggest 
dividends to be found in business or pro- 
fessional life, and enthusiasm and enlight- 
ment spell Success. 

Working together and working hard, we 
can as physicians, and we must as _ physi- 
cians, preserve the free practice of Amer- 
ican medicine. See that you as a physician 
and your county society assumes a role of 
real leadership in helping to do this. 

John C. Reece, M.D. 


Committees and Organizations 
COMMITTEE ON VETERANS AFFAIRS 


EDITOR’S NOTE: Veterans and_ their 
families are asking thousands of questions 
concerning the benefits their Government 
provides for them through Veterans Ad- 
ministration. Below are some representc- 
tive queries. Additional information may 
he obtained at any VA office. 


Q—I need some quick money for an emer- 
gency and have been wondering if I should 
cash in my permanent plan GI life insur- 
ance. Before I do this, I’d like some advice 
from VA. Will you please tell me what 
would be involved 

A—The VA advises you NOT to cash in 
your permanent plan GI life insurance. All 
protection ceases when the policy is sur- 
rendered for cash, because, once cancelled, 
it cannot be restored. You would be much 
better off to borrow on your insurance. 
Paid up policyholders may borrow as much 
as 94 percent of the policy’s cash surrender 
value. 

Q—I know there’s a deadline coming up 
pretty soon for us World War Two veterans 
on GI home loans. What is the date exactly, 
and what does it mean? 

A—Under present law, July 25, 1960, is 
the cut-off date for World War Two vet- 
erans to apply for a GI loan. You will be 
allowed an additional year in which to have 
the loan processed and actually closed. 
Q—I now receive VA disability pension, 
under the present law. If I decide to switch 
to the new system of payment, effective 
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July 1, 1960, will be change be considered 
final? 


A—Yes. If you do decide to move over to 
the new system, you cannot go back to the 
old. If you have any doubt about which 
method of payment is more advantageous 
to you, the new or the old, ask your nearest 
VA office to help you decide. 


Q—I am the beneficiary of my _ veteran- 
husband’s GI insurance policy. He owed a 
few bills to private individuals at his 
death, which I intend to pay. Meanwhile, 
do these creditors have any right to seize 
the GI insurance policy to get their money 
right away? 

A—No. The proceeds of your husband’s GI 
insurance are exempted by law from any 
claims of private creditors. The insurance 
money may not be seized or attached to pay 
his debts. 


CORRESPONDENCE 


To the Editor: 

The Bureau of Retirement and Insur- 
ance is receiving numerous queries from 
various sources asking whether the Civil 
Service Commission intends to request from 
Congress authority to delay the effective 
date of the Federal Employees Health 
Benefits program is the first day of the first 
pay period which starts in July 1960. 

In response to one such query, the Chair- 
man of the Commission has stated flatly 
that “there will be no request for the de- 
ferment of the effective date so far as the 
Civil Service Commission is concerned.” 

Andrew E. Ruddock, Director 

United States Civil Service Commission 


Two Named to Staff of Pharmaceutical 
Manufacturers Association 


Two appointments to the staff of the Pharma- 
ceutical Manufacturers Association were announced 
recently by Austin Smith, M.D., PMA president. 
They are: 

Dr. Robert J. Benford, former editor of the 
U.S. Armed Forces Medical Journal, of Washing- 
ton, D.C. to be Director of Medica] Relations for 
PMA; and 

Mr. Milton Golin, former editor of the “Medi- 
cine at Work” section of the Journal of the Amer- 
ican Medical Association, Chicago, to be Assistant 
to the President of PMA for special projects. 
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COMING MEETINGS 


Medical Society of the State of North Carolina, 
One Hundred Sixth Annual Session—Raleigh, May 
8-11. 

North Carolina Pediatric Society, in collabora- 
tion with the South Carolina and Virginia Pedi- 
atric Societies, Seminar Cruise to Bermuda—May 
21-26. 

Duke University, Fifth Medical Seminar Cruise 
—sailing from Wilmington, June 5, and from New 
York City, June 8; terminating in Hamburg, Ger- 
many, June 28. 

Duke University Medical Postgraduate Course— 
Morehead-Biltmore Hotel, Morehead City, July 
18-23. 

Second Annual Pre-Convention School Health 
Meeting, sponsored by the American Medical As- 
sociation and the American School Health Asso- 
ciation—Carillon Hotel, Miami Beach, Sunday 
evening, June 12. 

American Medical Association, 1960 Annual 
Meeting—Miami Beach, Florida, June 13-18. 

American Physician’s Art Association, Twenty- 
third Annual Exhibition—Miami Beach, June 18. 

Symposium on Tuberculosis and Other Pulmon- 
ary Diseases, Saranac Lake, New York, July 11-15. 

World Medical Association, Fourteenth Annual 
Assembly—West Berlin, Germany, September 15- 


NEW MEMBERS OF THE STATE SOCIETY 

The following physicians joined the Medical So- 
ciety of the State of North Carolina during the 
month of March, 1960: 

Dr. Milton Leonard Miller, Route 2, Chapel 
Hill; Dr. Morris Abraham Lipton, 1114 Williams 
Circle, Colonial Heights, Chapel Hill; Dr. Jac- 
queline Cato Hijmans Harris, 2907 Hope Valley 
Road, Durham; Dr. Thomas Chometon Gibson, 
Route 2, Chapel Hill; Dr. Herbert Aaron Saltz- 
man, 2027 Bivins Street, Durham; Dr. Chauncey 
Goodrich Bly, 1103 Anderson St., Durham; Dr. A. 
Stark Wolkoff, Route 2, Knollwood Drive, Chapel 
Hill; Dr. Faith Newbury Ogden, 405 Coolidge St., 
Chapel Hill. 

Dr. Wm. Benjamin Herring, Carolyn Drive, Al- 
bemarle; Dr. Claude Newton Ballenger, Jr., 143 
N. 3rd St., Albemarle; Dr. Kenneth Hall Epple, 
342 N. Elm St., Greensboro; Dr. Robert A. Gregg, 
Central Convalescent Hospital, Greensboro; Dr. T. 
Chalmers Vinson, Box 346, Laurel Hill; Dr. Xaver 
Franz Hertle, 504 Central Avenue, Butner; Dr. 
Paul L. Ogburn, Davis Hospital, Statesville; Dr. 
Arthur Kenneth Husband, 528 Fairmont Ave., 
Fairmont, West Virginia; Dr. Tolbert Lacy Stall- 
ings, 2404 White Oak Rd., Raleigh; Dr. Thomas G. 
Durham, 206 Cansler St., Kings Mountain. 

Dr. Andrew Cleveland Miller, III, 213 W. Main 
St., Gastonia; Dr. John Alvin Kirkland, 1104 
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Complete local claim service 


that’s prompt, efficient, satisfactory. 


HEALTH 
INSURANCE 


CORPORATION | 


BALTIMORE 
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Don’t forget that your local American Health Agent... by 

specializing in your patient’s HOSPITAL, MEDICAL and 

SURGICAL insurance problems—offers extra services of 
special value to you... 


He’s a specialist—a career man in his chosen field. He has 
earned a good reputation locally, with efficient service and 
prompt attention to claims. 


Moreover, he appreciates the impact that health insurance can 
have on the practice of medicine, and wants to co-operate with 
the local medical profession. 


AMERICAN HEALTH 
INSURANCE CORPORATION 


300 St. Paul Place, Baltimore 2, Maryland. 


It makes sense to expect special results from a specialist in the field of health insurance. 
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Kenan St., Wilson; Dr. Franklin Jay Youngs, Wil- 
son Clinic, Wilson; Dr. Allen Spencer, 3407 Rey- 
nolds Rd., Richmond 23, Virginia; Dr. James 
Richard Hughes, Snow Hill; Dr. Luther Sullivan 
Nelson, 121 W. Power Street, Ayden; Dr. Gene F. 
Koonce, 323 New Bridge St., Jacksonville. 


NEWS NOTES FROM THE 
UNIVERSITY OF NORTH CAROLINA 
SCHOOL OF MEDICINE 
Dr. W. D. Huffines of the Department of Path- 
ology, University of North Carolina Schoo] of 
Medicine, has been named a Markle Scholar in 
Medical Science. He is the eighth member of the 
U.N.C. faculty to be named for this honor, Dr. 
Huffines, a native of Reidsville, attended the Jun- 
ior Order Home High School of Lexington and is 
a graduate of the U.N.C. School of Medicine. The 
other seven faculty members who have been named 
Markle Scholars are Drs. John B. Graham, George 
Penick, Isaac M. Taylor, Judson J. Van Wyk, T. 
Franklin Williams, Walter Hollander, Jr. and 

Robert Zeppa. 

The fourth annua] Parents’ Day was held at the 
University of North Carolina School of Medicine 
on March 26, with some 360 persons from North 
Carolina attending. The club is made up of parents 
of students who are enrolled in the Medical School 
as well as parents of former and future students 

The University of North Carolina School of 
Medicine and the North Carolina Alcoholic Re- 
habilitation Program sponsored a Physician’s In- 
stitute on Alcoholism at the Medical School on 
April 6. 

Participants on the program included Drs. W. 
Reece Berryhill, John A. Ewing and George C. 
Ham, all of the U.N.C. School of Medicine; Dr. 
Thomas T. Jones of Duke and Watts Hospitals, 
Durham; Drs. N. L. Kelly and D. E. Macdonald, 
N. C. Aleoholic Rehabilitation Program, and Dr. 
Charles T. Wilkinson of Wake Forest, immediate 
past president of the North Carolina Academy of 
General Practice. 

The Wyeth Fund for Postgraduate Education 
gave financial assistance for the institute. 


A leave of absence for Dr. John H. Schwab of 
the Department of Bacteriology has been ap- 
proved. He will spend the next academic year in 
London, where he will study under a National In- 
stitute of Health Fellowship at the Lister Insti- 
tute. 


Dr. Erle E. Peacock Jr., of the Department of 
Surgery, participated in the Southeastern Surgical 
Congress held in New Orleans recently. He spoke 
on “The Use of Composite Tissue Homografts in 
the Restoration of Digita] Flexor Tendon Injuries.” 
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A seminar on “Care of the Severely Disabled 
Patient” was held at the North Carolina Mem- 
orial Hospital on April 14, under the sponsorship 
of the North Carolina Society for Crippled Chil- 
dren and Adults. 

Among the participants in the program were 
Drs. William P. Richardson, and Donald Weir, of 
Chapel Hill, and Drs. Robert Gregg, Greensboro; 
Claude Nichols, Durham; and Robert Murphy, 
Hillsboro. 

Objectives of the seminar were (1) the improve- 
ment and expansion of programs for the care and 
management of the severly disabled; (2) the de- 
termination of the needs of the physically handi- 
capped individual and how to best serve him; (3) 
better communication between the agencies in- 
volved in patient care. 

* * 

- Dr. Robert A. Ross, chairman of the Depart- 
ment of Obstetrics and Gynecology and president 
of the Tri-State Medical Society, presided over the 
sixty-first annual meeting of the Association at 
Columbia, South Carolina, March 21-22. 

Others taking part in the program included Dr. 
Luther Talbert and Dr. Samual F. Ravenel, of 
the U.N.C. School of Medicine and Dr. C. B. Ful- 
ghum, of the Dorothea Dix Hospital in Raleigh 

Dr. David R. Hawkins, associate professor, De- 
partment of Psychiatry, presented a paper on “A 
Multivariant Psychopharmacalogic Study in Nor- 
mals” March 26-27 in Montreal, Canada, before 
the 1960 annual meeting of the American Psycho- 
somatic Society. Assisting Dr. Hawkins in this 
research were Dr. Myron G. Sandifer, Jr., assit- 
ant clinical professor, Department of Psychiatry, 
Dr. Bernard Pasternack, assistant professor of 
biostatistics, and Robert Pace, M. A., research 
assistant in sociology and anthropology. 


The day-long program of the Medical Alumni 
Association on March 9 was cut in half by a snow- 
storm. The meeting was adjourned following a 
noon business session. 

New offiicers of the association elected at that 
time were Dr. Hugh McAllister, Lumberton, presi- 
dent elect; Dr. John Shaw, Fayetteville, vice 
president; Miss Sara Virginia Dunlap, Chapel 
Hill, secretary; and Dr. B. F. Barham of Asheboro 
and Dr. Haynes Baird of Charlotte, counsellors. 

Speakers for the luncheon program were Dr. 
Kenneth B. Geddie, out-going president and Dr. 
W. Reece Berryhill, dean. The new president, Dr. 
John Rhodes of Raleigh, assumed offiice on this 
date. 


* 

The annual Phi Chi Medical Fraternity Lecture 
was held at the University of North Carolina 
School of Medicine Tuesday, March 8. 

The guest speaker was Dr. Eugene A. Stead Jr. 
of the Duke School of Medicine, whose topic was 
“Hyper- and Hypoventilation.” 
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NeEws NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE 


Dr. Wingate M. Johnson, professor emeritus of 
clinical internal medicine, is the editor of a book 
just released by Paul B. Hoeber, Inc. (Medical 
Division of Harper’s) entitled “The Older Pa- 
tient.” The book is divided according to organs 
and body systems, and stresses the special prob- 
lems involved in the management of the older pa- 
tient. Most of the 21 doctors who have contributed 
chapters are members of the Bowman Gray facul- 
ty. They are Drs. Howard H. Bradshaw, David 
Cayer, D. LeRoy Crandell, Fred K. Garvey, Har- 
old D. Green, James A. Harrill, Charles M. How- 
ell, Lucile Hutaff, Wingate M. Johnson, Frank R. 
Lock, Martin G. Netsky, R. Winston Roberts, C. 
Glenn Sawyer, and Ernest H. Yount. 


* 


Dr. Eben Alexander, professor of neurosurgery, 
has been selected for a four year term as a mem- 
ber of the Board of Scientific Counselors of the 
National Institute of Neurological Diseases and 
Blindness, one of the eight intramural advisory 
boards of the National Institutes of Health, Mem- 
bers of the boards serve as consultants to the di- 
rector of that Institute on intramura] programs in 
matters of general policy. 

* 

Dr. Thomas B. Clarkson, assistant professor of 
experimental medicine, has been elected chairman 
of a new standing committee of the Association 
of American Medical Colleges. It is known as the 
Committee on Animal Care. 

* * 

Dr. Richard Proctor, assistant professor of psy- 
chiatry, is the newly elected vice president of the 
Southeastern Psychiatric Society at the annual 
meeting of the Society in Southern Pines. 

The Medical School has been awarded $500,000 
to support three professorships in basic medical 
sciences. They have been named the William Neal 
Reynolds Professorship of Anatomy, the Odus M. 
Mull Professorship of Biochemistry and the Gor- 
don Gray Professorship of Physiology. Funds for 
the professorships were provided by Mrs. Anne 
Reynolds Tate and Mrs. Nathalie Gray Bernard. 

This is the first step in the medical school’s 
projected program of having at least one pro- 
fessorship for each of the school’s thirteen depart- 
ments. 


In recent weeks the medical school has been 
visited by two professional groups—The Virginia 
Obstetrics-Gynecology Society Travel Club and the 
Brooklyn and Long Island Chapter of the American 
College of Surgeons. 

Both groups participated in operative and dry 
clinics held by the faculty members of the De- 
partments of Obstetrics-Gynecology and Surgery. 
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On April 1 eight students from the freshman 
class of 1960 were presented scholarships by the 
Z. Smith Reynolds Foundation. Four of the eight 
scholarships are valued at $23,400 each and the 
remaining four—$14,400 each. 

Selection of the recipients is made from among 
North Carolina residents entering the freshman 
class on the basis of character, scholarship, po- 
tential as a physician and financial need. This is 
the third year the scholarships have been awarded. 


Dr. Francis D. Moore, Chief Surgeon at the 
Peter Bent Brigham Hospital in Boston, Massa- 
chusetts, delivered the Nathalie Gray Bernard 
Lectures on April 25 and 26. 

His topics were “Body Composition—Key to Our 
Understanding of Clinical Biochemistry” and 
“Clinical Shock in Man—An Evaluation of Current 
Research.” 

The Nathalie Gray Bernard Lectureship was 
established by the Bowman Gray faculty in 1942 
in honor of Mrs. Bernard, one of the school’s chief 
benefactors. 


NEWS NOTES FROM THE 
DUKE UNIVERSITY MEDICAL CENTER 


The second volume of a history of neurosurgery 
in World War II, co-edited by Duke University 
neurosurgeon Barnes Woodhall, has been published 
under the direction of the U. S. Army Surgeon 
General. 

The book deals with injuries of the spine and 
peripheral nerves, which provided a heavier neuro- 
surgical case load than did head injuries during 
the war. 

An earlier volume, published in 1958, deals with 
administrative and clinical policies in war-time 
neurosurgery and with the management of head 
injuries. Dr. Woodhall was co-editor of both the 
first and final volumes with Dr. R. Glen Spurling, 
professor of neurosurgery at the University of 
Louisville School of Medicine. 

A foreword to the second volume by Major 
General S. B. Hays, the Army Surgeon General, 
states that “Neurosurgery furnished a particular- 
ly brilliant chapter of military medicine in World 
War II.” He describes the program for paraplegics 
(patients who have lost the use of both upper 
limbs or lower limbs) as “an example of good 
medicine and of perceptive and compassionate 
care of men who otherwise would have been bed- 
ridden cripples all of their lives if, indeed, they 
had survived.” 

In addition to co-editing the book, Dr. Woodhall 
contributed four chapters and historical] notes. The 
two-volume set is part of a series which forms the 
official history of the Army Medical Department 
in the second World War, 


€ 
: 
: 
eer. 
| 


April, 1960 


The Student American Medical Association held 
a regional meeting at Duke University, March 25- 
26. 

The Student American Medical Association is 
composed of students in some 70 medical schools 
throughout the United States. Some 35 repre- 
sentatives of the 12 SAMA chapters that comprise 
Region I of the Association were present. 

Specia] guests for the regional meeting at Duke 
included Bob Reed, assistant national executive 
director of the SAMA, Chicago; Tom Coleman, 
assistant director of the Association of American 
Medical Colleges, Chicago; and Jack London, med- 
ical sales director of the Minnesota Mutual Life 
Insurance Company. 

Tom Ivey, Bowman Gray medical student and 
head of Region I, presided at the business sessions. 

Medical schools in Region I are Duke, the Uni- 
versity of North Carolina, Bowman Gray, Uni- 
versity of North Carolina, Bowman Gray, Univer- 
sity of South Carolina, Emory University, Uni- 
versity of Georgia, Medical College of Virginia, 
University of Virginia, University of Alabama, 
University of Puerto Rico, University of Florida 
and University of Miami. 


NORTH CAROLINA HEART 
ASSOCIATION 

The North Carolina Heart Association has set a 
deadline of May 15, 1960, for receiving applications 
for research grants-in-aid up to $2,000 except in 
unusual circumstances when they will consider 
applications for larger amounts from investigators 
within the state working in the cardiovascular 
field. These grants-in-aid are awarded by the 
Heart Association and its chapters to scientists 
who need interim or supplementary financial 
support for on-going projects, or who wish to 
demonstrate by a pilot experiment the value of a 
new project. 

Awarded three times a year, the grants-in-aid 
are one phase of the Heart Association’s research 
program, which is supported by public contri- 
butions to the annual Heart Fund campaign. 

Applications for these grants may be forwarded 
to Dr. Harold D. Green, Chairman, Research 
Committee, North Carolina Heart Association, 
Miller Hall, Chapel Hill, North Carolina. 

This research program is separate from that of 
the American Heart Association, which annually 
makes numerous research grants to scientists in 
North Carolina. Those interested inquiring 
about the national program are asked to write 
to the American Heart Association, 44 East 23rd 


Street, New York 10, New York. 


SOUTHERN MEDICAL ASSOCIATION 


The Section of Ophthalmology and Otolaryngol- 
ogy of the Southern Medical Association an- 
nounces that papers are now being accepted by 
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physicians of either specialty living in the area 
of the Southern Medical Association for considera- 
tion for presentation at the next annual meeting 
to be held in St. Louis, Missouri, from October 31 
to November 3, 1960. 

The paper or an abstract of the paper may be 
sent directly to the Secretary, Dr. Albert C. Es- 
posito, Suite 1212, First Huntington Nationa] Bank 
Building, Huntington, West Virginia as soon as 
possible. 


AMERICAN PHYSICIANS ART ASSOCIATION 


The twenty-third annual exhibition of art works 
by American physicians will be held June 13 
through June 18, 1960, at the Miami Beach Ex- 
hibition Hall and Auditorium, according to an an- 
nouncement by Lewis M, Johnson, M.D., president 
of the American Physicians Art Association. 

Held in conjunction with the annual convention 
of the American Medical Association, the show 
will include more than 300 works of art in oil, 
water color, sculpture, crafts, photography and 
lithography. 

Participants and prospective exhibitors may ob- 
tain further information from Dr. Kurt F. Falk- 
son, 7 East 78th Street, New York City, Secre- 
tary of the American Physicians Art Association. 
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AMERICAN MEDICAL ASSOCIATION 

The practice of medicine in widely scattered re- 
gions of the United States will be the subject of 
a special hour-long documentary to be _ telecast 
over the NBC-TV network on Friday, May 27, at 
8:30 p.m. (EST). 

The program, to be telecast in color as well as 
black and white, is another in the award-winning 
“March of Medicine” series produced and _ spon- 
sored by Smith Kline & French Laboratories in 
cooperation with the American Medical Associa- 
tion. 

Entitled “MD USA,” the special report will de- 
pict the work of five American physicians in var- 
ious geographical areas of the country as_ they 
provide care for a wide array of patients. 

To uncover stories of the usual—and not so 
usual—work of American doctors, a special filming 
camera crew traveled thousands of miles by dog- 
sled, swampboat and jet airliner. 

“MD International,” last year’s “March of 
Medicine” entry, won the Peabody Award for its 
contributions to international understanding, 


Dr. F. J. L. Blasingame, executive vice president 
of the American Medical Association, recently an- 
nounced the resignation, effective April 15, of Dr. 
Bernard E. Conley as director of the Committee 
on Toxicology. 
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Dr. Conley, who joined the A.M.A. in Septem- 
ber 1947, has accepted a position as medical re- 
search consultant to Hoffmann-La Roche, Inc. He 
will maintain offices in Chicago. 

During his 12 years with the A.M.A., Dr. Con- 
ley helped to develop and influence the programs 
of the association’s Committees on Toxicology and 
Pesticides. These programs received an award for 
outstanding public service from the National 
Safety Council and commendations from several 
other national organizations for achievements in 
the prevention of accidental poisoning. 

Dr. Conley received his Ph.D. in pharmacology 
from the University of Chicago. Before coming to 
the A.M.A., he served as regional director of 
pharmacy service for the Veterans Administration 
in Ohio, Michigan, and Kentucky. 

Dr. and Mrs. Conley and their four children re- 
side at 1160 Sheridan Road, Lake Forest, III. 


AMERICAN BOARD OF 
OBSTETRICS AND GYNECOLOGY 

Applications for certification in the American 
Board of Obstetrics and Gynecology, new and re- 
opened, Part 1, and requests for re-examination in 
Part 11 are now being accepted. All candidates 
are urged to make such application at the earliest 
possible date. Deadline for receipt of. applications 
is August 1, 1960. No applications can be accepted 
after that date. 


~ 
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Candidates are requested to write to the office 
of the Secretary for a current Bulletin if they 
have not done so in order that they might be well 
informed as to the present requirements. Applica- 
tion fee ($35.00), photographs, and lists of hos- 
pital admissions must accompany all applications. 


As announced in the current Bulletin, “after 
July 7, 1962, this Board will require a minimum 
of three years of approved progressive Residency 
Training to fulfill the requirements for admission 
to examination. After the above date, training by 
Preceptorship will no longer be acceptable. There- 
fore the initiation of Preceptorships will not be 
approved after July 1, 1960.” 

Robert L. Faulkner, M.D. 
2105 Adelbert Road 
Cleveland 6, Ohio 


SYMPOSIUM ON TUBERCULOSIS 
AND OTHER PULMONARY DISEASES 


The ninth annual Symposium for General Prac- 
tioners on Tuberculosis and Other Pulmonary 
Diseases will be held in Saranac Lake, New York, 
July 11-15. 


Since the management of the individual case of 
tuberculosis depends increasingly upon the family 
doctor, in cooperation with local health officers, it 
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is important that he adjust, from time to time, 
his perspective to the ever-changing picture of the 
clinical and public health aspects of the disease. 
The Symposium at Saranac Lake provides the ap- 
portunity for such an adjustment by bringing the 
general practitioner in contact with a nucleus of 
physicians, surgeons, and others who have de- 
voted most of their professional lives to the study 
of pulmonary diseases. 

Inquiries regarding the Symposium should be 
addressed to the Registrar, Symposium for Gen- 
eral Practitioners on Tuberculosis and Other Pul- 
monary Diseases, P.O. Box 627, Saranac Lake, 
New York. 


THIRD INTERNATIONAL CONGRESS 
OF PHYSICAL MEDICINE 


The Third International Congress of Physical 
Medicine will be held August 21-26, 1960 inclusive, 
at The Mayflower, Washington, D. C. 

The preliminary prospectus covering the inter- 
national conference carries in detail information 
on registration, application to present a paper, a 
scientific film, ete. A copy of this preliminary pro- 
gram may be had on request by writing: Dorothea 
C. Augustin, Executive Secretary, Third Interna- 
tional Congress of Physical Medicine, 30 N. 
Michigan Avenue, Chicago 2, Illinois. 
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Preliminary plans for the Third International 
Congress of Physical Medicine to be held in 
Washington, D.C., August 21-26 have been an- 
nounced by Dr. Frank H. Krusen, congress pres- 
ident. Dr. Krusen is senior consultant and former 
head of physical medicine and rehabilitation at the 
Mayo Clinic, Rochester, Minnesota. 

The program will be devoted to clinical, reme- 
dial, preventive, and educational aspects of phy- 
sical medicine, and current methods employed in 
physical medicine and rehabilitation. 

Previous congresses were in England in 1952 and 
in Denmark in 1956. 


ANNUAL OTOLARYNGOLOGIC ASSEMBLY 


The University of Illinois College of Medicine 
Department of Otolaryngology will offer an in- 
tensive postgraduate basic and clinical program 
for practicing otolaryngologists September 24-30. 
The Assembly is designed to bring to specialists 
a wide variety of current advances in manage- 
ment, therapy and philosophies. Review of basic 
morphologic features is also included by means of 
laboratory demonstrations, dissection and _ pro- 
prosection, all augmented by visual aids. 


Interested physicians should write direct to the 
Department of Otolaryngology, Universiy of II- 
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linois College of Medicine, 1853 West Polk Street, 
Chicago 12, Illinois. 


JOINT COUNCIL TO IMPROVE THE 
HEALTH CARE OF THE AGED 


Ray E. Brown, past president of the American 
Hospital Association, has been elected chairman of 
the Joint Council] to Improve the Health Care of 
the Aged, it has been announced. 

The Joint Council was formed in 1958 under the 
sponsorship of the American Dental Association, 
American Hospital Association, American Medical 
Association, and the American Nursing Home As- 
sociation. 

Mr. Brown, who is superintendent of the Uni- 
versity of Chicago Clinics, was formerly admin- 
istrator of the North Carolina Baptist Hospital, 
Winston-Salem. 


U. S. DEPARTMENT OF 
HEALTH, EDUCATION, AND WELFARE 


The National Institutes of Health, the Public 
Health Service research center at Bethesda, Mary- 
land, has reported that 564 research grants and 
185 fellowships totaling $11,344,183 were awarded 
during February 1960. 
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VETERANS ADMINISTRATION 

The Veterans Administration is strengthening 
its medical services for the aging and chronically 
ill, according to Administrator of Veterans Affairs 
Sumner G. Whittier. 

Mr. Whittier said the VA is completing a com- 
prehensive study of problems of aging veterans, 
and at the same time is going ahead with several 
newer related medical programs. 

These include establishing day care centers for 
mental patients, improving vocational rehabilita- 
tion services, developing community home care 
plans for patients and planned living programs 
for VA domiciliary residents, and encouraging ex- 
tension of volunteer services for follow-up pur- 
poses to VA patients after leaving the hospital. 

In addition, three VA _ geriatric clinics have 
been established as pilot programs, and rehabili- 
tation services are being extended from the clinics 
into the homes of service-connected veterans. 

* 

The Veterans Administration Hospital in San 
Juan, Puerto Rico, is making an unique contri- 
bution to a large scale VA medical research pro- 
ject. 

The hospital is cooperating in a study of treat- 
ment for patients with esophageal varices, or 
varicose veins of the food pathway to the stomach. 

This condition occurs when _ schistosomiasis 
closes the tiny blood vessels of the liver. The veins 
of the esophagus then become enlarged and, some- 
times, fatal hemorrhage results. 

The blood fluke, schistosoma, which causes 
schistosomiasis, is not found in the Continental 
United States although it is common in some 
other parts of the world. The disease is fast dis- 
appearing under the American flag since Puerto 
Rico is making major strides in controlling the 
snail that carries the parasite. 

GRADUATE COURSE IN PROSTHETICS 

New York University Post-Graduate Medical 
School will offer a series of two-week summer 
courses in prosthetics in cooperation with the In- 
ternational Society for the Welfare of Cripples 
just prior to the Eighth World Congress. These 
courses will constitute the third international 
prosthetics course sponsored by the Committee on 
Prosthesis, Braces and Technical Aids of the 


1.S.W.C. 
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Separate two-week courses for (1) physicians 
and surgeons; (2) therapists; and (3) prosthe- 
tists, will be offered each meeting from August 15 
through 26, 1960. 

Applications and further information concerning 
these courses may be obtained by writing: Dr. 
Sidney Fishman, Director, Prosthetics Education, 
New York University Post-Graduate Medical 
School, 342 East 26 Street, New York 10, New 
York. 

WORLD MEDICAL ASSOCIATION 

The German Medical Association (Bundesarzte- 
kammer) is extending a warm invitation to every 
doctor in the world to attend the fourteenth Gen- 
eral Assembly of The World Medical Association 
and the sixty-third Deutsche Arztetag being con- 
vened in West Berlin, Germany September 15-22, 
1960. 

Doctors interested in receiving the latest details 
as to program, accommodations and registration 
are invited to address their requests to: Dr. Jo- 
sef Stockhausen, Haedenkampstrasse 1, K6ln- 
Lindenthal, Germany. 


UNITED STATES CIVIL SERVICE COMMISSION 

Milliman and Robertson, Inc., of Seattle. Wash- 
ington, a recognized firm of consulting actuar- 
ies, has been retained by the Civil Service Com- 
mission to present a report following a study of 
the rates and benefit structures of the two Gov- 
ernment-wide health benefit plans to be offered 
under the Federal Employees Health Benefits pro- 
gram scheduled to go into effect next July. 

Purpose of the study will be to assure the Com- 
mission that the rates of the two plans, as finally 
approved, will “reasonably and equitably reflect 
the cost of the benefits provided” and will be “con- 
sistent with the lowest schedule of basic rates 
generally charged for new group health benefit 
plans issued to large employers,” as required by 
the law which authorized the new program. The 
study will include detailed examination of both 
proposed plans and of the contracts offered to the 
Commission for approval. Among the items to be 
covered are amounts allocated for claims handling 
and other charges. The Commission emphasized 
that the action was taken in order to have the 
benefit of the independent judgment of a firm of 
national] standing and reputation. 


I think it’s very unfortunate that we have put a magic implication 
on a date, for the indiscriminate retirement at 63, 65, 67, whatever date 
you like, the most popular one being 65, loses for us our most precious 
People are not born wise. Wisdom 
only comes with experience, and experience comes only with time. Rusk, 
H. W.: Stress in the Wrld: The Individual and the Docter, Med. Ann. 


District of Columbia 27:259 (May) 1958. 


human asset, and that is wisdom. 


pas 
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The Month in Washington 


Congress has been warned against acting 
on legislation to provide health care of the 
aged before receiving the recommenda- 
tions of next year’s White House Confer- 
ence on Aging. 

Representative Noah M. Mason (R., II1.), 
ranking minority member of the House 
Ways and Means Committee which handles 
such legislation, put in the Congressional 
Record an exchange of correspondence with 
former Representative Robert W. Kean 
(R., N. J.), chairman of the National Ad- 
visory Committee supervising preparations 
for the White House Conference next Jan- 
uary. 

“Let us not waste the $2 million we have 
already appropriated to bring thousands 
of good minds together to suggest solutions 
to problems of our aging population,” 
Representative Mason said. “Certainly we 
should get the benefit of their advice rather 
than enact legislation in haste and without 
proper study.” 

Dr. F. J. L. Blasingame, executive vice 
president of the American Medical Asso- 
ciation, also voiced this warning in a radio 
interview while he was in Washington for 
conferences with White House aides and 
Arthur S. Flemming, Secretary of Health, 
Education and Welfare. 

Dr. Blasingame said that it would be 
“neither practical nor realistic” for Con- 
gress to act on such legislation until the 
White House Conference and other sources 
had compiled “more comclusive and com- 
plete information” on a nationwide basis. 

Dr. Blasingame and other AMA repre- 
sentatives emphasized to President Eisen- 
hower’s aides and Flemming that the med- 
ical profession is unalterably opposed to 
any legislation, such as the Forand bill, 
that would use the Sociaj Security system 
to provide health care for the aged. 

In his letter to Mason, Kean predicted 
that “in all probability” most of the White 
House Conference’s recommendations would 
be for “state and local activity” in dealing 
with the problems of the aged. Kean said 
that action at the state and local level 
“seems most effective.” 

The National Association of Manufac- 
turers charged in a pamphlet that sup- 
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porters of Forand-type legislation have 
exaggerated the health care needs of the 
nation’s older people. The NAM pamphlet 
also said the Forand bill was an entering 
wedge for a_ cradle-to-grave compulsory 
health insurance plan. 

Meantime, supporters of the Forand bill 
particularly the AFL-CIO, continued an in- 
tensive pressure campaign aimed at Con- 
gressional approval of the legislation in 
this national election year when Congress- 
men are more susceptible to such pressure. 

Another Democratic presidential hopeful, 
Senator Hubert H. Humphrey (D., Minn.), 
reiterated his support for Forand-type 
legislation. He proposed a six-point pro- 
gram for aid for the elderly, including ‘an 
extension of the Social Security system to 
cover the cost of hospital and nursing home 
care for senior citizens.” 

Sen. John F. Kennedy (D., Mass.), a 
leading contender for the Democratic nom- 
ination for President, has introduced sim- 
ilar, but even broader, legislation. 

Elsewhere on the national legislative 
front, prospects brightened for Congres- 
sional passage this year of a bill to permit 
physicians and other self-employed persons 
to set aside money for retirement. 

The Administration, which last year op- 
posed a bill with such provisions appeared 
in mid-March to be ready to support it with 
modifications. 

The Administration shift improved the 
already favorable odds that both the Senate 
Finance Committee, where a House-ap- 
proved bill was pending, and the Senate 
would approve such legislation this session. 

* * 

The issue of generic names vs. trade 
names in doctors’ prescriptions came to the 
forefront in the Senate Monopoly Subcom- 
mittee’s investigation of the drug industry. 

Dr. Austin Smith, president of the 
Pharmaceutical Manufacturers Association, 
testified at a Subcommittee hearing that 
“behind brand names lie the reputation, re- 
liability and skill of the manufacturer.”’ He 
said use of generic terms would restrict 
a physician’s choice as to drugs and would 
transfer some of the physician’s responsi- 
bility to the pharmacist. 

“By brand name prescription, the doctor 
orders for a patient a specific product in 
which he has absolute knowledge of quality, 
purity and any side effects that might have 
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importance for a particular patient,” Dr. 
Smith said. 

Dr. R. B. Robins of Camden, Arkansas, 
who accompanied Smith at the hearing, 
submitted a similar statement. He said he 
used trade names because: “It is simpler 
to write such a prescription and I can be 
assured that no substitution will be made 
by the druggist—this assures me that the 
patient will get top quality.” 

Dr. Robins appeared before the Subcom- 
mittee as a private practicing physician 
and not in his capacity as a member of the 
A.M.A. Board of Trustees. 

Despite this testimony, Senator Estes Ke- 
fauver (D., Tenn.), the Chairman of the 
Subcommittee, said he hoped physicians 
would give “serious thought” to use of gen- 
eric terms. He contended that doctors could 
bring down drug prices by opening the way 
for small manufacturers to give the major 
companies “some good, honest, old-fash- 
ioned price competition.” 

* * * 

President Eisenhower’s Conference on 
Occupational Safety urged stronger x-ray 
legislation by the states with an aim of pro- 
tecting consumers and workers against too 
much radiation. 

The three day Conference also said there 
is need “for effective educational programs 
to reduce both consumer and occupational 
exposures to x-rays used for diagnosis and 
therapy, x-ray installations in industry for 
product control and related purposes and 
various x-ray devices, such as shoe-fitting 
fluoroscopes.” 

The Conference also recommended inten- 
sive efforts to develop better ways of de- 
termining safe exposure levels of radiation. 


Guide to SK&F Products Available 

A handy reference guide to all Smith Kline & 
French products—including directions for treat- 
ment in the event of accidental overdosage—is 
now available for physicians’ use in retail] pharma- 
cies throughout the United States. 

The unique book, believed to be the first of its 
kind to release detailed overdosage information to 
pharmacists, contains extensive pharmacology and 
other technical data on every SK&F product. 

Frazier Cheston, director of distribution for the 
Philadelphia pharmaceutical firm, urged phy- 
sicians to contact their local retail pharmacists in 
emergencies when pertinent information on any 


SK&F product is needed. 


THE MONTH IN WASHINGTON 167 


BOOK REVIEWS 


The Older Patient. By twenty-one authors, 
Edited by Wingate M. Johnson, M.D., 
Professor Emeritus of Clinical Medicine, 
Bowman Gray School of Medicine of Wake 
Forest College, Winston-Salem, N. C. 589 
pages. Price, $14.50. New York: Paul B. 


Hoeber, Inc., 1960. 


This book was intended primarily for the internist 
and general practitioner, but it contains much of 
interest to any doctor who deals with older patients, 
as well as to the oldsters themselves. The material 
contributed by twenty-one authors—most of them 
representing our state’s three medical schools—has 
been so carefully edited that it was not possible to 
find any errors. Paul B. Hoeber, the publisher, has 
maintained the high standards which have won him 
and his father so much respect as publishers of 
medical books. 


This reviewer, being an “older patient” himself, 
was particularly interested in the sections pertain- 
ing to his own ailments. Dr. Johnson’s discussion 
of arthritis in the chapter on “The Musculoskeltal 
System” should be required reading for everyone 


over 40. 


Dimness of vision and difficulties in hearing are 
the bane of most of us in the older age group, and 
these two subjects have been well covered. In his 
helpful and comprehensive chapter on “Mental Dis- 
orders of the Aging,’ Dr. E. W. Busse emphasizes 
the value of hearing aids and adequate glasses in 
minimizing the danger of paranoid tendencies, which 
are more common in deaf people and in those whose 
sight is failing than in those with normal hearing 
and vision. From personal experience, this reviewer 
can recommend a hearing aid as a means of re- 
lieving tension and frustration at committee meet- 


ings and conferences. 


Other chapters deal with each of the systems of 
the body, emphasizing the diagnosis and treatment 
of disorders that are common in the latter half of 
life. In addition, there are chapters on anatomic 
changes, nutrition, the relief of pain, surgical 
principles, and infectious diseases, as well as a 
chapter on the sociologic aspects of aging. While 
it is difficult to select any one contribution as be- 
ing more important than any other, Dr. Johnson’s 
concluding chapter on “Helping the Older Patient 
Adjust to Age” deserves particular mention because 
of its timeliness. With increasing numbers of our 
population reaching the age of retirement, one of 
the physician’s most important functions is to help 
his older patients make the necessary adjustments. 


Because of the rising demand and need for in- 
formation about the management of geriatric dis- 
orders, this book should find a place in the libraries 
of all physicians, both specialists and family doc- 
tors, whose practices include patients past 40. 
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The Reluctant Surgeon: A Biography of 
John Hunter, Medical Genius and Great 
Inquirer of Johnson’s England. By John 
Kobler. 359 pages. Price $4.50. New York: 
Doubleday and Company, 1960. 

The man who “made surgery respectable” finds 
an adequate biographer in this volume by Mr. 
Kobler, a journalist who has previously written on 
scientific and medical topics. Interwoven with the 
biography of John Hunter is a more sketchy out- 
line of his brother William’s life and works, a 
highly necessary matter in view of their effect upon 
each other. There are also digressions on other in- 
teresting personalities of this age when fascinating 
people abounded in London. The attractions which 
the biography holds are in no small measure due 
to these vignettes. 

Concerning John Hunter’s life and work this 
biography seems accurate, sufficiently detailed, and 
surprisingly lacking in technical errors; for ex- 
ample only a curmudgeon would berate Mr. Kob- 
ler for confusing “glans” with “glands” (which 
may have been the printer’s error). Mr. Kobler 
nicely evaluates John’s contributions to biology and 
medicine, and amply illustrated them by references 
to Hunter’s work from authorities modern and con- 
temporary. There is a lack of the tendency to as- 
cribe tenuously related modern developments to the 
subject of the biography which sometimes mars 
works of this type. The style is lucid and entertain- 
ing. 

This biography can be recommended without 
qualification to anyone interested in the history of 
medicine, even superficially. It would make an 
excellent gift for a physician, and a suitable addi- 
tion to general as well as medical libraries. 


Ear, Nose and Throat Dysfunctions Due 
to Deficiencies and Imbalances. By Sam 
E. Roberts, M.D. 323 pages. Price, $8.50. 
Springfield, Illinois: Charles C Thomas, 
1957. 

Every practicioner of medicine, whether gener- 
al practitioner, otolaryngologist, obstetrician or 
dermatologist, has seen the patient who “doesn’t 
feel well,” who is tired, who has _ headaches. 
or who has “sinus trouble.” it is probable 
that a large number of these patients have been 
considered to be neurotic or constitutionally in- 
adequate or to be victims of “tension”. On the 
other hand, many of these people are now recog- 
nized to be the victims of various forms of de- 
ficiencies and imbalances, particularly those of the 
autonomic nervous system and metabolism. The 
vascular-type headaches are generally felt to re- 
present spastic phenomena, and the treatment of 
these frequently relatively disabling processes is 
directed toward restoration of normal function of 
the involved system. 

In this monograph Dr. Roberts discusses many 


forms of dysfunctions and imbalances, together 
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with his own method of treatment which appar- 
ently has been evolved over many years exper- 
ience. His many illustrative case reports are very 
convincing. Throughout the book he_ repeatedly 
pleads for a balanced diet, for the recognition of 
various imbalances, particularly gonadal imbal- 
ances, and for their treatment. Finally, he gives 
an outline of basic therapy in deficiencies and im- 
balances with five “musts” for the successful treat- 
ment of these dysfunctions. 


This book is recommended reading, particularly 
for the otolaryngologist, but also for any physi- 
cian because of its philosophic stimulus and the 
new ideas presented. Some of these ideas run 
counter to things which some of us have been 
taught in former years, but the man with a closed 
mind is a poor physician. 


Your Heart: A Handbook for Laymen. By 
H. M. Marvin, M.D. 335 pages. Price, $4.50. 
Garden City, New York: Doubleday & 
Company, 1960. 


Though heart disease kills more Americans every 
year than any other sickness, many people do not 
even know where their heart is located, as many 
attempted suicides have proved. This book, written 
by H. M. Marvin, a past president of the American 
Heart Association, tells the layman how his heart 
works, how it can break down, and what to do if it 
does. 

Beginning with a simplified explanation of the 
structure and functions of the heart, Dr. Marvin 
continues with a discussion of the various diseases 
that attack it—how they arise, how they are treated, 
and how knowledge can provide a longer life. Draw- 
ing on the latest medical opinions and on the work 
of colleagues in the field, he reports fully on many 
controversial topics, including the possible influ- 
ence of the diet as a cause of heart disease. 


The Merck Index. Edition 7. 1,600 pages. 
Price, $12.00. New York: Publications De- 
partment, Merck and Company, Inc., 1960. 


The seventh edition of The Merck Index will be 
400 pages larger than its predecessor and will 
contain several novel features, including a Russian 
alphabet. 

A unique encyclopedia of chemicals and drugs, 
the Index has been published by the Merck organi- 
zation for more than 65 years. It has become a 
standard reference work for chemists, pharmacists, 
physicians, dentists, veterinarians, botanists, and 
members of allied professions. 

The new edition contains nearly 10,000 descrip- 
tions of individual substances, more than 3,300 
structural formulas, and about 30,000 names of 
chemicals and drugs alphabetically arranged and 
cross-indexed—10,000 more than its predecessor. 
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Many of the additional substances admitted to 
the new Index play a role in biologic processes or 
are of therapeutic or technologic importance. The 
number of references to the medical and veterinar- 
ian uses of drugs is correspondingly expanded in 
the new edition. In addition to a larger number of 
structural formulas than contained in any previous 
issue, the current Index also provides empirical 
formulas, molecular weights, and percentage com- 
positions. 

An outstanding feature is a separate cross-index, 
arranged to enable the user to find any substance 
or compound, whether it is known to him by its 
systematical-chemical, generic, common, brand or 
trade name, and to guide him by page and number 
to the proper monograph. 


Injuries of the Brain and Spinal Cord and 
Their Coverings. Edited by Samuel Brock, 
M.D. Price, $18.50. New York: Springer 
Publishing Company, 1960. 

With brain and spinal cord injuries still increas- 
ing, the need for a new edition of “Brock” (which 
has been out of print for several years) is greater 
than ever, particularly in the difficult area of 
medico-legal questions arising from these injuries. 

The volume, edited by Samuel Brock, M.D., pro- 
fessor of neurology, New York University College 
of Medicine, and written by him and 30 other 
specialists, is a comprehensive work on the subject. 
Authoritative and conservative, it is used in the 
clinic and quoted in court. 

As expert witness in many negligence cases for 
the past 20 years, the editor has become well 
known to the legal profession, respected for his 
ability to separate fact from fancy. The new edi- 
tion of the book shows his hand throughout. 


Classified Advertisements 


WANTED: Male psychiatrist; Diplomate or with 
three years approved training; to join group 
practice 145-bed approved psychiatric hospital. 
Salary: $15,000-$18,000 first year; $20,000-$25,- 
000 second with incentive factor. Write Box 790 
care this Journal, Raleigh, N. C. 


DESIRABLE LOCATION for a physician. Contact 
Godley Realty Company, Mt. Holly Road, Char- 
lotte, North Carolina. 


PHARMACIST experienced in retail and hospital. 
desires to contact doctor(s) to establish clinic 
pharmacy. Replies kept strictly confidential. Box 
790, Raleigh, N. C. 

SITUATION WANTED: Anesthesiology Board 
eligible. American born: Class A graduate. Six 
years general practice experience prior to Anes- 
thesiology residency. Available June 1, 1960. Box 
790, North Carolina Medical Journal, Raleigh, 
North Carolina. 
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BOOKS RECEIVED 


The Reluctant Surgeon: A Biography of John 
Hunter. By John Kobler. 359 pages. Price, $4.95. 
Garden City, New York: 1960. 

A Doctor Enjoys Sherlock Holmes. By Edward 
J, Van Liere. 141 pages. Price, $3.00. New York: 
Vantage Press, 1959. 

The Teen-Age Years: A Medical Guide for 
Young People and Their Parents. By Arthur Roth, 
M.D. 284 pages. Price, $3.95. Garden City, New 
York: Doubleday & Company, 1960. 

A Practical Guide to General Surgical Manage- 
ment. By Julian A. Sterling, M. D. 67 pages. 
Price, $3.00. New York: Vantage Press, 1959, 


In Memoriam 


Hubert Ashley Royster, M.D., 
November 19, 1871—November 7, 1959 

After several years of failing health, North Caro- 
lina’s most outstanding surgeon quietly passed 
away. The son of Dr. W. I. and Mary (Finch) 
Royster, he graduated from Wake Forest College 
in 1891, and from the University of Pennsylvania 
Medical School in 1894. After a year as resident 
physician at The Mercy Hospital at Pittsburgh, 
Pennsylvania, he returned to Raleigh and entered 
the practice of medicine with his father. His first 
interest, however, was surgery, and in 1906 he be- 
came the first man of North Carolina to limit his 
practice solely to that specialty. Ever the student, 
he made a record with the Board of Medical Exam- 
iners that is outstanding to this date. As ever the 
teacher, he was dean and professor of gynecology 
at the University of North Carolina’s Medical De- 
partment, which was located in Raleigh from 1902 
to 1910. Loyalty and respect for the dignity and 
integrity of his fellow physician made him take 
the position of professor of gynecology in deference 
to Dr. Agustus Knox, who was professor of surgery. 

To list the honors bestowed upon him for his 
indefatigable efforts to raise the standards of the 
practice of medicine and surgery in his state and 
in the nation would need space to list all of the 
outstanding medical and surgical organizations in 
this country as well as intimate associations with 
the great men of surgery in our nation. 

It suffices to say that for years he was a mem- 
ber of the editorial board of this JOURNAL; he 
served with distinction as secretary to the Board 
of Medical Examiners of North Carolina from 1914 
to 1920, and as president of the State Association 
in 1922. 

At the insistence of Secretary of the Navy 
Daniels in World War I, he kept his active practice 
in Raleigh, but made weekly trips to Washington 
as a medical member of the Advisory Committee 
of the Council of National Defense. 

In 1901 he married the former Miss Louise Page 
of Maryland, and is survived by Dr. Hubert Ashley 
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Royster, Jr., and Dr. Henry Page Royster, who 
carry on the Royster heritage in pediatrics and 
surgery, as well as a daughter, Mrs. Thomas 
Oxnard of Savannah, and eight grandchildren. 

Forced to retire from the active practice of sur- 
gery in 1939 because of a heart attack, he continued 
his ever present interest in teaching and writing, 
insisting always that character and truth are the 
most important things in life, and forever battling 
that the English language be spoken with accuracy. 

In an editorial tribute by Jonathan Daniels, the 
very essence of this man was expressed: “He was 
a man sometimes outspoken in impatience with 
mediocrity. He had a ready scorn for men who did 
not maintain standards which he always honored 
in his profession and his life. He hated sloppy work 
and sloppy men, and his admiration for men of 
skill in his profession never surpassed his demand 
for character as a first essential in medical prac- 
tice. 

“ |. . Age took the scapel from his hand some- 
time ago. Now death has removed him as a man 
honored among us. Still in hope and in the science 
of healing in North Carolina his life remains as an 
example for the future and a part of the best 
heritage of our past.” 


Alexander Webb, Jr., M.D. 


Ransom D. Jones, M.D. 


The endeavors of Dr. Ransom D. Jones in the 
field of Public Health and his service to the people 
of Lenoir and Jones Counties in this field will 
never be fully measured. Some of them have been 
of such a fundamental nature that their influence 
will be felt for decades yet to come. Others were 
rendered so unobtrusively and with so little thought 
of self credit that their real origin may never be 
known. During his long service as Health Officer 
for Lenoir and Jones Counties he labored usefully 
and well, despite physical handicaps and trying 
circumstances, He was dedicated to his job and 
loved it. He had the ability to get along with 
people. He loved his fellow man, and was consider- 
ate and understanding of his colleagues in the medi- 
cal profession. He was loyal to his friends and 
kind and considerate of those who criticized or op- 
posed him. 

He dedicated his life to the performance of his 
work and the development of the health needs of 
the community in which he lived and labored. The 
members of the Lenoir-Greene-Jones Counties 
Medical Society respected and admired him. They 
looked upon him as an able and conscientious public 
servant, and for those of us who were privileged 
to share his friendship, we feel that we were better 
for having known him. 


Lenoir-Greene-Jones 
Medical Society 
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Moir S. Martin, M.D. 


WHEREAS our Heavenly Father has seen fit 
to call Home our beloved friend and co-worker 
Dr. Moir S. Martin, the North Carolina Board of 
Nurse Registration and Nursing Education, of 
which he was a member for 22 years, desires to 
record its deep sorrow at his passing on January 
4, 1960. Therefore be it 

Resolved, that the North Carolina Board of 
Nurse Registration and Nursing Education here- 
by gives formal expression of its grievous loss in 
this death and do note the passing from this life 
of our friend, who was esteemed by his associates, 
loved by his friends, respected by all, and was 
ever ready to advance the usefulness of the Boards 
by material contributions as well as by wise 
counsel and enthusiasm for the work. 


Henry Hardy Simpson, M.D. 
1897-1959 


WHEREAS, our Creator, in His infinite wisdom, 
did give to this world, and particularly to the 
people of Alamance County, a good and humble 
physician; and 

WHEREAS, our Maker, according to His will, yet 
not to our understanding, did see fit to remove 
from us our beloved colleague and friend, Dr. 
Henry Hardy Simpson; and 

WHEREAS, as an outstanding and devoted physi- 
cian, Dr. Henry Hardy Simpson did tirelessly and 
unselfishly minister to the needs of all people re- 
gardless of race, color, creed or financial status; 
and 

WuerEAS, Dr. Henry Hardy Simpson gave will- 
ingly of his talents and means in support of the 
Civitan Club of which he was a member for ten 
years and did give substantially of his finances for 
improvements in the Altamahaw-Ossipee Com- 
munity; and 

WHEREAS, Dr. Henry Hardy Simpson donated 
generously to Wake Forest College, The University 
of Maryland, The Bowman Gray School of Medicine, 
numerous churches and charities, and gave of his 
time to serve the local school and various indus- 
trial organizations; and 

WHEREAS, Dr. Henry Hardy Simpson did serve 
our county as coroner for four years; and 

WHEREAS, to his family, to the many children 
and parents to whom he rendered devoted service, 
and to our entire community, the loss of Dr. Henry 
Hardy Simpson has brought great sorrow; and 

WHEREAS, this community and this Medical 
Society will continue to miss the outstanding leader- 
ship and services of Dr. Henry Hardy Simpson; 
now, therefore, be it 

Resolved that the Alamance-Caswell Medical 
Society hereby expresses its deepest appreciation 
and profound sense of loss in the passing of Dr. 
Henry Hardy Simpson on December 19, 1959; and 
be it further Resolved that a copy of this 
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resolution be published in the NORTH CARO- 
LINA MEDICAL JOURNAL and a copy be placed in 
the minutes of the Alamance-Caswell Medical So- 
ciety, and that a copy be sent Mrs. Simpson and 
to his three sons and daughter. 
Dwight T. Kernodle, 
Vance Huffman, M.D. 
W. D. Rippy, M.D. 


M.D. 


Frank C. Smith, M.D. 


Dr. Frank C. Smith died February 25, 1960. He 
was born in Greenville, North Carolina, July 18, 
1894. His father was a Methodist minister in 
Greenville at that time. 

His elementary education was received in the 
public schools of several North Carolina cities 
where his father served various pastorates. His 
high school education was completed at Webb 
School for boys at Bell Buckle, Tennessee. 

Following high school, he entered Trinity College, 
now Duke: University, where he received his B. S. 
degree. After two years of medicine at the Univer- 
sity of North Carolina he entered Jefferson Med- 
ical College of Pennsylvania, where he received his 
M. D. degree in 1921. 

In 1924, he married Miss Margaret Monroe, who 
survives him with their two children, Frank C. 
Smith, Jr., and Mrs. W. D. Lawson, Jr. 

After graduate study culminating in a residency 
at the Wills Eye Hospital, he entered the practice 
of ophthalmology in Durham, North Carolina, in 
association with Dr. B. W. Fassett. In 1927 he came 
to Charlotte to join the staff of the Charlotte Eye, 
Ear and Throat Hospital. 

Dr. Smith’s untiring efforts in the field of 
ophthalmology made him one of the outstanding 
men in this field in the Southeast. In earlier years 
he contributed frequently to the literature and 
awarded the Moore County Medal in 1931 for his 
paper read before the North Carolina State Med- 
ical Society. 
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Despite his very busy practice and a long and 
abiding interest in the Charlotte Eye, Ear and 
Throat Hospital, Dr. Smith was active in many 
other civic organizations. He served on the Board 
of the Y.M.C.A. for many years; on the Board of 
the Methodist Home for the Aged, where he was 
responsible for the landscaping of this very fine 
project. He was the founder of the Variety Eye 
Clinic for the care of the indigent. He was a long- 
standing, active member of the Rotary Club. His 
keen interest in forestry and soil conservation is 
manifest by several papers on this subject and 
membership on the Governor’s Committee for Soil 
Conservation. He belonged to many professional 
organizations, serving with willingness and leader- 
ship in all of them. 


WHEREAS the Mecklenburg County Medical So- 
ciety and city at large will deeply miss the 
friendly counseling services of Dr. Frank C. Smith, 
be it 
Resolved that the deepest sympathy be con- 
veyed to the family of Dr. Smith. 
Mecklenburg County Medical Society 


State College Professor Honored 


Dr. Marvin L. Speck, professor of dairy bacte- 
riology at North Carolina State College, was one 
of nine U.S. scientists honored by the Borden 
Company Foundation during the past year for 
outstanding research achievements. 


A biographical sketch of Dr. Speck and a review 
of his accomplishments appear in the 1959 Borden 
Awards directory just released by the Foundation. 


Dr. Speck was named for the Borden Award by 
the American Dairy Science Association. He was 
honored for his research in the field of nutrition 
of bacteria which has led to the development of a 
starter culture stimulant for improving cottage 
cheese manufacture. 
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NEW FROM 


SEARLE 


INSTANT MIX METAMUCIL 


Psyllium hydrophilic mucilloid with citric acid and sodium bicarbonate 


just pour powder 
from 
one packet 


each packet is equivalent to 
one rounded teaspoonful of 
Metamucil powder 


add cool water 
slowly... 


it’s instantly mixed 


all the advantages of 
smoothage therapy in 
the relief and correction 
of constipation 
stimulates normal peristalsis 
e 
induces natural elimination 
promotes regularity 


keeps stools soft and 
easy to pass 


avoids harsh laxatives or 
purgatives 


convenient, premeasured- 
dose packets 


delightful mild lemon flavor 


INSTANT MIX METAMUCII! 
16 Packets 


@. 0D. SEARL©® & €O. * GHicago 80, IIIlfnois 
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in arthritis: 
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in malabsorption syndrome*-*#" 
in degenerative 
in cardiac disease 

in dermatitis 

in peptic ulcer** 

in neuroses & psychiatric disorders 
in diabetes mellitus’: 

in 

in ulcerative colitis:*« 

in osteoporosis." 

in pancreatitis 

in female climacteric 


Patients with chronic disease deserve 


the nutritional support provided by 


ag 


Squibb Vitamin-Minerals for Thesapy 


11 vitamins, 8 minerals 


clinically-formulated and potency 


to provide 


h nutritional support 


to do some good 


with vitamins only 
Theragran 
also available: 


Theragran Liquid 
Theragran Junior 


1-41 alist of the above references will be supplied on request, 
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Today—as before— 


Only Kent offers this remarkable combination: 


FINEST NATURAL TOBACCOS 
FAMOUS MICRONITE FILTER 


Millions of smokers have changed to 
Kent because of this combination. They 
discovered that this combination was 
the reason why Kent satisfies your 


appetite for a real good 
smoke. 


First, finest natural 
tobaccos. Kent uses 
only the finest natural 
tobaccos—ripe, golden 
leaves—which, when 
shredded into tiny 
strands and carefully 
blended, produce a real 
tobacco taste. 


Second, Kent’s fa- 
mous Micronite filter 
which contains a re- 
markable series of 


NEW ire PUTER 


KING SIZE 


flavor channels. The rich taste of natu- 
ral tobaccos flows through with a free 
and easy draw. The Kent filter is not 
too long, not too short, not too tight— 


smokers get every deli- 
cate shading of flavor 
of Kent’s finest natural 
tobaccos. 


Others may imitate, 
but none can duplicate 
the quality of Kent. 


!f you would like the 
booklet for your own use, 
“The Story of Kent,” 
write to: 

P. Lorillard Company 
Research Department 
200 East 42nd Street 
New York 17, N. Y. 


© 1960, P. Lorillard Co. 


Today —as before—for good smoking taste, it makes good sense to smoke 
Kent, because Kent satisfies your appetite for a real good smoke. 


A Product of P. Lorillard Company—First with the finest cigarettes —through Lorillard Research! 
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make 
them 


tastes gOOdT Each daily cherry. 
flavored teaspoonful dose (5 cc.) contains: 


Lysine-Vitamins Lederle l-Lysine HCI 300 mg. 
help restore the normal blood picture—iron as ferric Vitamin B,» — 25 megm. 
pyrophosphate to restore or maintain normal hemoglobin. Thiamine HCI (B,) 10 mg. 

Pyridoxine HCI (B,) 5 mg. 


Ferric Pyrophosphate (Soluble) 250 mg. 
Iron (as Ferric Pyrophosphate) 30 mg. 
Sorbitol 3.5 Gm. 
0.75% 


Bottles of 4 and 16 fi. oz. 


boost appetite and energy—vitamins...B,, B. and Bu. 


upgrade low-grade protein—cereals and other low 
protein favorites of children, upgraded by I-Lysine, 
work with meat and other top protein to build 
stronger bodies. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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almost every 
case of 


Used in the bath SARDO releases 
millions of microfine water-dispersible 
globules* to provide a soothing, softening 
suspension which enhances your other 
therapy. SARDO baths... 


1 rehydrate the dry, itchy, scaly skin. 
2 add comfort to the therapeutic care 


3 act to measurably increase natural 
emollient skin oil 


4 minimize loss of natural oil and 
excessive moisture with a fine 
non-occlusive film 


Patients will appreciate pleasant, 
convenient, easy to use, pine-scented 
SARDO, Non-sensitizing. Most economical. 
Bottles of 4, 8 and 16 oz. 


1. Spoor, H. J.: N. Y. State J. Med. Oct. 15, 1958 


75 East 55th Street 


in the bath 


for atopic dermatitis 
eczematoid dermatitis 
senile pruritus 
contact dermatitis 


soap dermatitis 


©1959 *Patent Pending, T.M 
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no irritating crystals - uniform concentration in each drop 


STERILE OPHTHALMIC SOLUTION 


NEO-HYDELTRASOL 


PREDNISOLONE 2)-PHOSPHATE-NEOMYCIN SULFATE 


2,000 TIMES MORE SOLUBLE THAN PREDNISOLONE OR HYDROCORTISONE 


‘The solution of prednisolone has the 
advantage over the suspension in that no 
crystalline residue ts left in the patient's 
cul-de-sac or in his lashes. ... The other 
advantage is that the patient does not have to 
shake the drops and is therefore sure of 
receiving a consistent dosage in each drop.’’? 


1. Lippmann, O.: Arch. Ophth. §7:339, March 1957 

2. Gordon, D.M.: Am. J. Ophth. 46:740, November 1958. 
supplied: 0.5% Sterile Ophthalmic Solution NEO- 
HYDELTRASOL (with neomycin sulfate) and 0.5% Sterile 
Ophthaimic Solution HYDELTRASOL”. In 5cc. and 2.5c¢ 
dropper vials. Also available as 0.25% Ophthalmic 
Ointment NEO-HYDELTRASOL (with neomycin sulfate) 
and 0.25% Ophthalmic Ointment HYDELTRASOL. 

In 3.5 Gm. tubes. 


HYDELTRASOL and NEO-HYDELTRASOL are trademarks of Merck & Co., Inc. 


(Qo) MERCK SHARP & DOHME Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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TRISTAMINE is a unique combination of three 
antihistaminic agents, designed to afford high-level 
antihistaminic activity with a minimum of unde- 
The enhanced effectiveness 
achieved by the combination affords welcome relief 
from the discomfort of hay fever, seasonal and 
non-seasonal rhinitis, allergic dermatitis, urticaria 
and other conditions for which the contained anti- 
histamines are clinically useful, while sedation and 
other side-effects commonly encountered with anti- 
histamine therapy are minimized by 
the use of lower doses of the individual 


sirable side-effects. 


drugs. 


Phenyltoloxamine 


Tristamine is supplied in two 
convenient dosage forms—Tris- 
tamine Sustained Release Cap- 
sules, affording relief for. periods 
up to ten hours, and Tristamine 
Elixir, a sugar free sorbitol type 
‘syrup’ that will appeal to chil- 
dren and adults who prefer liquid 
medication. 


CAUTION: 


Federal law prohibits dispensing 
without prescription. 


25 mg. | 25mg. | 6.25 mg. 


Individual 


Median Dose 


25.0% 


histamines in 20.0 mg. Tristamine 


Citrate 
Pyrilamine Maleate aa 37.5 mg,} 12.50 mg. 33.3% 
Chlorpheniramine 
2-4mg.| 3g. 1.25 mg. 41.7% 
Percentage of Median Combined 
Dose of the three contained anti- 100.0% 


PACKAGING: 


c 


60 mg., Bottles of 30, 100 
and 1000. 

Liquid, 10 mg./5 cc., Bottles 
of one pint and one gallon. 


DOSAGE: 

Tristamine Capsules 60 Mg. (Sustained Rel ) Adults, 
One capsule every twelve hours, morning and night 
or at breakfast and supper. In unusually resistant cases 
it may be desirable to give one capsule every eight 
hours. 

Tristamine Liquid (10 mg./5cc.) 

Adults, two teaspoonfuls four times daily; Children 12 
to 16, one to two teaspoonfuls three to 4 times daily; 
Children 6 to 12, One teaspoonful; Children under six, 
one-fourth to one-half teaspoonful. 
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Diagnostic 


Quandaries 


Colitis? 


Gall Bladder Disease? 


Chronic Appendicitis ? 


Rheumatoid Arthritis ? 


DISEASE that is frequently 

A overlooked in solving diag- 
nostic quandaries is amebiasis. 

an Its symptoms are varied and 
contradictory, and diagnosis is extremely 
difficult. In one study, 56% of the cases 
would have been overlooked if the routine 
three stool specimens had been relied on.! 


Another study found 96% of a group 
of 150 patients with rheumatoid arthritis 
were infected by E. histolytica. In 15 of 
these subjects, nine stool specimens were 
required to establish the diagnosis.’ 


Webster discovered amebic infection in 
147 cases with prior diagnoses of spastic 
colon, psychoneurosis, gall bladder dis- 
ease, nervous indigestion, chronic appen- 
dicitis, and other diseases. Duration of 
symptoms varied from one week to over 
30 years. In some cases, it took as many 
as six stool specimens to establish the 
diagnosis of amebiasis.’ 

Now treatment with Glarubin provides 
a means of differential diagnosis in sus- 
pected cases of amebiasis. Glarubin, a 
crystalline glycoside obtained from the 
fruit of Simarouba glauca, is a safe, effec- 
tive amebicide. It contains no arsenic, 
bismuth, or iodine. Its virtual freedom 
from toxicity makes it practical to treat 


Regional Enteritis: 


suspected cases without undertaking dif- 
ficult, and frequently undependable, stool 
analyses. Marked improvement following 
administration of Glarubin indicates path- 
ologically significant amebic infection. 


Glarubin is administered orally in tablet 
form and does not require strict medical 
supervision or hospitalization. Extensive 
clinical trials prove it highly effective in 
intestinal amebiasis. 


Glarubin* 


TABLETS 
specific for intestinal amebiasis 


Supplied in bottles of 40 tablets, each 
tablet containing 50 mg. of glaucarubin. 


Write for descriptive literature, bibli- 
ography, and dosage schedules. 


1. Cook, J_E., Briggs, G.W., and Hindley, F.W.: Chronic Ame- 
biasis and the Need for a Diagnostic Profile, Am. Pract. and Dig 
of Treat. €:1821 (Dec., 1955 

2. Rinehart, R.E., and Marcus, H.: Incidence of Amebiasis in 
Healthy Individuals, Clinic Patients and Those with Rheumatoid 
Arthritis, Northwest Med., 44:708 (July, 1955 

3. Webster, B.H.: Amebiasis, a Disease of Multiple Manifesta- 
tions, Am. Pract. and Dig. of Treat. 9:897 (June, 1958) 


*U.S. Pat. No. 2,864,745 
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Squibb Announces 


Chemipen 


new chemically improved penicillin 
which provides the highest blood 
levels that are obtainable with oral 


penicillin therapy 


Asa pioneer and leader in penicillin therapy 
for more than a decade, Squibb is pleased 
to make Chemipen, a new .chemically im- 
proved oral penicillin, available for clinical use. | 


With Chemipen it becomes possible as well as 
convenient for the physician to achieve and main- "% 
tain higher blood levels—with greater speed—than ‘y 
those produced with comparable therapeutic doses of 
potassium penicillin V. In fact, Chemipen is shown to 
have a 2:1 superiority in producing peak blood levels 
over potassium penicillin V.* 


Extreme solubility may contribute to the higher blood 
levels that are so notable with Chemipen.* 
ble is the remarkable resistance to acid decomposition 
(Chemipen is stable at 37°C. at pH 2 to pH 3), which 
in turn makes possible the convenience of oral treatment. 


Equally nota- 


And the economy for your patients will be of 

particular interest—Chemipen costs no more 

than comparable penicillin V preparations. 

Dosage: Doses of 125 mg. (200,000 u.) or 

_, 250 mg. (400,000 u.), t.i.d., depending on the 

| severity of the infection. The usual precautions 

= must be carefully observed with Chemipen, as with 

all penicillins. Detailed information is available on 
request from the Professional Service Department. 

Supply: Chemipen Tablets of 125 mg. (200,000 u.) and 

250 mg. (400,000 u.), bottles of 24 tablets. Chemipen 

Syrup (cherry-mint flavored, nonalco- SQUIBB 
holic ), 125 mg. per 5 cc., 60 ce. bottles. 
“Knudsen, E. T., and Rolinson, G. 

Lancet 2:1105(Dec.19) 1959 
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reaches 


all nasal and paranasal 


membranes 


systemically’ 


Pharmacologically balanced formula 
for prompt symptomatic relief 


* in nasal and paranasal congestion 
* in sinusitis and postnasal drip 


* in allergic reactions of the 
upper respiratory tract 


Triaminic’’ is safer and more 
effective than topical medication 


* transported systemically to 
all respiratory membranes 

* provides longer-lasting relief 

* presents no problem of 
rebound congestion 

* avoids “nose drop addiction” 


Relief is prompt and prolonged because 
of this special timed-release action: 


firse — the outer layer 
dissolves within 
minutes to produce 
3 to 4 hours of relief 


then —the core 
disintegrates to give 3 to 
4 more hours of relief 


Each Triaminic timed-release Tablet provides: 
Phenylpropanolamine HCl]............ 50 mg. 
Pheniramine maleate 

Pyrilamine maleate 


Dosage: 1 tablet in the morning, midafternoon and at 
bedtime. In postnasal drip, 1 tablet at bedtime is usu- 
ally sufficient. 


Each timed-release Triaminic Juvelet® provides: % the 
formulation of the Triaminic Tablet. 


Dosage: 1 Juvelet in the morning, midafternoon and 
at bedtime. 


Each tsp. (5 ml.) of Triaminic Syrup provides: % the 


formulation of the Triaminic Tablet. 


Dosage (to be administered every 3 or 4 hours): 
Adults — 1 or 2 tsp.; Children 6 to 12 —1 tsp.; Chil- 
dren 1 to 6 — ¥% tsp.; Children under 1 — % tsp. 

1, Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 1958. 


2. Lhotka, F. M.: Illinois M. J.: 112:259 (Dec.) 1957. 
3. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 1958. 


the leading oral nasal decongestant... 


timed-release tablets and juvelets 


also non-alcoholic, fruit-flavored syrup 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska 
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WHEN 

THE PATIENT 
WITHOUT 
ORGANIC DISEASE i 

chronic constipation, 

flatulence, belching, 

_ intestinal atony, 

indigestio 


CONSIDER biliary dysfunction and NEOC! 


NEOCHOLAN® 
Your patient will often respond promptly to Neocholan therapy. It greatly increases the flow of 
thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 
nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. 
Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages 
normal peristalsis by restoring intestinal tone. 


Each tablet provides: Dehydrocholic Acid Compound, 
P-M Co. 265 mg. (Dehydrocholic Acid, 250 mg.); 
Homatropine methylibromide 1.2 mg.; Phenobarbital 
8.0 mg. Supplied in bottles of 100 tablets. 


PITMAN-MOORE COMPANY 
DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS, INDIANA 
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Poliomyelitis-Diphtheria-Pertussis-Tetanus 


PEDI-ANTICS 


OuR 
DOCTOR 
USES “ONE 
TETRAVAX.. 
IN PLACE 
OF 


NO 
WONDER 
THEY'RE 


TO 
THE 
OCTOR... 


WHERE 


ISN'T TURNS 
IT? COWARDS 
INTO 
HEROES. 


now you can immunize against more diseases...with fewer injections 


Dose: 1 ce. 

Supplied: 9 cc. vials in clear plastic cartons. Pack- 
age circular and material in vial can be examined 
without damaging carton. Expiration date is 
on vial for checking even if carton is discarded. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


TETRAVAX 13 A TRAOEMARE OF MERCH & CO,, 


> MERCK SHARP & DOHME, pivision or meERcK & CO., Inc., PHILADELPHIA 1, PA. 


SCIENCE 
? 
GOING ¢ 
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brand of phenylbutazone 


Ten years of experience in countless 
cases—more than 1700 published 
reports—have now established the 
eminence of Butazolidin among the 
potent non-hormonal 

antiarthritic agents. 


Repeatedly it has been demonstrated 
that Butazolidin: 

Within 24 to 72 hours produces 
striking relief of pain. 

Within 5 to 10 days affords a 

marked improvement in mobility 
and a significant subsidence of 
inflammation with reduction of 
swelling and absorption of effusion. 


Even when administered over . 
months or years Butazolidin does 
not provoke tolerance nor produce 
signs of hormonal imbalance. 


Butazolidin® brand of phenylbutazone: 
Red-coated tablets of 100 mg. 

utazolidin® Alka: Capsules containing 
Butazolidin® 100 mg.; dried aluminum 
hydroxide gel 100 mg. ; magnesium trisilicate 
150 mg.; homatropine methylbromide 1.25 mg. 


Geigy, Ardsley, New York Geiny 


BU 7-60 


Geigy 


and allied diso 
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Lifts depression...as it calms anxiety! 


P 


Geriatric and chronically 
ill patients respond with- 
in a few days. Thanks to 
your prompt treatment 
and the smooth action of 
Deprol, her depression 
is relieved and her anxi- 
ety calmed—often in two 
or three days. She eats 
well, sleeps well and her 
depression no longer 
complicates your basic 
regimen. 


For geriatric and chronically ill patients — 
a smooth, balanced action that lifts depression 
as it calms anxiety...rapidly and safely 


Balances the mood—no “seesaw” effect of 
amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers 
may stimulate the patient — they often 
aggravate anxiety and tension. And 
although amphetamine-barbiturate combi- 
nations may counteract excessive stimula- 
tion — they often deepen depression. 


In contrast to such “seesaw” effects, Deprol 
lifts depression as it calms anxiety. 


Dosage: Usual starting dose is 1 tablet q.i.d. sony pavemnaey. 


this may be gradually increased up to 3 tablets q.i.d. 


Acts swiftly—the patient often feels better, 
sleeps better, within two or three days. 
Unlike most other antidepressant drugs, 
Deprol relieves the patient quickly — often 
within two or three days. 


Acts safely—no danger of hypotension or 
liver damage. Deprol does not cause hypo- 
tension, tachycardia, jitteriness, or liver 
toxicity. It can be safely administered with 
basic therapies. 


“Deprol* 


Composition: 1 mg. 2-diethylaminoethy] benzilate hydrochloride 


(benactyzine HCl) and 400 mg. meprobamate. 


Supplied: Bottles of 50 light-pink, scored tablets. Write for 


literature and samples. 


WALLACE LABORATORIES 
New Brunswick, N. J. 
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Maximal Absorption 
Acid stable, highly soluble 


Maximal Blood Levels 
Maximal Flexibility 


May be administered without regard to meals. 
However, highest absorption is achieved 
when taken just before or between meals. 


Maximal Oral Indications 


Indicated in infections caused by 
streptococci, pneumococci, susceptible 
staphylococci, and gonococci 


DOSAGE: For moderately severe conditions, 125 to 250 
mg. three times daily. For more severe conditions, 500 


mg. as often as every four hours around the clock. 


NOTE: To date, MAXIPEN has not shown less allergic 
reactions than older oral penicillins. Usual precautions 
regarding penicillin administration should be observed. 


SUPPLIED: MAXIPEN TABLETS, scored, 125 mg. (200,000 
units), bottles of 36; 250 mg. (400,000 units), bottles of 
24 and 100 tablets. MAXIPEN FOR ORAL SOLUTION; re- 
constituted each 5 cc. contains 125 mg. (200,000 units), 


in 60 cc. bottles. 


o-phenoxyethyi penicillin potassium 


CHALLE 


COMPARATIVE ORAL SERUM LEVELS* 
Fasting and Non-Fasting States / 250 Mg. Dose 


——— Mannen, Fast 


AVERAGE SERUM LEVELS Mog./Mi. 


*Based on 3294 individual serum antibiotic deter- 
minations. Complete details available on request. 


MAXIPEN, the orally maximal penicillin, 
is a triumph of man over molecule; a 
product of Pfizer Research 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 
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greater unsurpassed G.I. sustained extra-day protection 
activity toleration peak action against relapse 


NOW...THE EXTRA BENEFITS OF BROAD-SPECTRUM 


CLOMYCIN 


i Lederie 


75 mg./5 cc. tsp., in 2 fl. 
IN THE NEW, Mae P oz. bottle—3-6 mg. per Ib. 
CHERRY-FLAVORED daily in four divided doses 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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increases bile 
DECHOTYL stimulates 
the flow of bile — 

a natural bowel 

regulator 


improves motility 
DECHOTYIL gently stimulates 
intestinal peristalsis 


© softens feces 
DECHOTYL expedites fluid 
penetration into bowel contents 


e emulsifies fats 

DEcHorYL facilitates 
lipolysis — prevents 
inhibition of bowel motility 
by unsplit fats 


helps free your patient from both... 
constipation and laxatives 


TRABLETS® 


well tolerated...gentle transition to normal bowel function 


Recommended to help convert the patient —naturally and gradually —to healthy 
bowel habits. Regimens of one week or more are suggested to assure mainte- 
nance of normal rhythm and to avoid the repetition of either laxative abuse or 


constipation. 


Average adult dose: Two TRABLETS at bedtime as needed or as directed by a physician. 
Action usually is gradual, and some patients may need 1 or 2 TRABLETS 3 or 4 times daily. AM ES 


COMPANY, INC 


Contraindications;: Biliary tract obstruction; acute hepatitis. Elkhort « Indiana 


Toronto * Canada 


DECHOTYL TRABLETS provide 200 mg. DECHOLIN,® (dehydrocholic acid, AMES), 50 mg. 
desoxycholic acid, and 50 mg. dioctyl sodium sulfosuccinate, in each trapezoid-shaped, 


yellow TRABLET. Bottles of 100. 
*AMES T.M. for trapezoid-shaped tablet, 
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with side effects as few as placebo 


—New England J. Med. 261:478, 1959 (Schiller, 1. W. and Lowell, F. C.) 


Dimetane works with an effectiveness of 91% in respiratory 
allergies —NEW YORK J. MED, 59:3060, 1959 (Fuchs, A. M, and Maurer, M. L.). 
In allergic and pruritic dermatoses the effectiveness rate of 
Dimetane is 94.6% —antisioric mrp. & CLIN. THERAPY 6:275, 1959 (Lubowe, I. L). 
The A. M.A. Council on Drugs characterizes Dimetane as dem- 
onstrating “...a high order of antihistaminic effectiveness and 
a low incidence of side effects.” —J.4.M.A. 170:194, 1959. 


for your next allergic patient 
DIMETANE Extentabs® (12 mg.), 
Tablets (4 mg.), Elixir(2mg./5cc.), 
new DIMETANE-TEN Injectable 
(10 mg./cc.) or new Wa 
DIMETANE-100 Inject-4 
able (100 mg./cc.). 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA / ETHICAL PHARMACEUTICALS OF MERIT SINCE 1878 
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Announcing 


Decongestant / Antihistamine 


provides symptomatic relief of 
nasal congestion and rhinor- 
rhea of allergic or infectious 


origin Many patients whose symptoms are inadequately con- 


trolled by decongestants or antihistamines alone respond promptly and 


favorably to ‘ACTIFED’. in each tep. 
*ACTIFED’ contains: Tablet Syrup 

‘Actidil’® brand Triprolidine Hydrochloride 2.5 mg. 1.25 mg. 

‘Sudafed brand Pseudoephedrine Hydrochloride 60 mg. 30 mg. 


safe and effective for patients 
of all ages suffering from 
respiratory tract congestion 


DOSAGE 

TABLETS SYRUP (5 ce. tsp.) 
Adults and older children l 2 use 
Children 4 months to 6 years of age ba 1 times 
Infants through 3 months - % daily 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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TERFONYL 


Squibb Triple Sulfas (Trisulfapyrimidines) 


Clinical experience continues to prove that 
TERFONYL provides many special advantages 
fundamental to successful antibacterial therapy. 


specificity for a wide range of organisms. superinfection rarely 
encountered. soluble in urine through entire physiologic pH range 
» minimal disturbance of intestinal flora. excellent diffusion through- 
out tissues + readily crosses blood-brain barrier + sustained 
therapeutic blood levels - extremely low incidence of sensitization 


SUPPLY: Tablets, O.S gm. « Suspension, raspberry flavored, 0.5 gm. per teaspoonful (Scc.). 


Squibb Quality—the Priceless Ingredient 


“TERFONYL’® 18 A SQUIBB TRACEMARK 


more and more physicians are prescribing this triple sulfa ; 
: 
PED 
SQuiss 
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How to be 
Carefree 
Without 
Hardly 
Trying... 


It really takes a load off your mind. .. 
to know that you are protected from 
loss of income due to illness or accident! 


“Dr. Carefree” has no 30-day 

sick leave. ..no Workmen’s 
Compensation... BUT he has a 
modern emergency INCOME PROTEC- 
TION PLAN with Mutual of Omaha. 


Ny 


When he is totally disabled by accident or sickness covered by this plan, this plan 
will give him emergency income, free of Federal income tax, eliminating the night- 
mare caused by a long disability. 


Thousands of members of the Medical Profession are protected with Mutual of Oma- 
ha’s PROFESSIONAL MEN’S PLAN, especially designed to meet the needs of the 
profession. 


If you do not already own a Mutual of Omaha INCOME PROTECTION PLAN, get in 
touch now with the nearest General Agent, listed below. You'll get full details, with- 
out obligation. 


Largest Exclusive Health and Accident Company in the World. 
G. A. RICHARDSON, General Agent J. A. MORAN, General Agent 
Winston-Salem, N. C. Wilmington, N. C. 


J. P. GILES, General Agent 
Asheville, N. C. 
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IN CONTRACEPTION... 


WHY IS SPEEDIER SPERMICIDAL ACTION IMPORTANT? 


Because a swift-acting spermicide best meets the variables of spermatozoan activity. 


Lanesta Gel, “... found to immobilize human sper- 
matozoa in one-third to one-eighth the time required 
by five of the leading contraceptive products currently 
available . . .”* thus provides the extra margin of 
assurance in conception control. The accelerated 
action of Lanesta Gel — it kills sperm in minutes in- 
stead of hours—may well mean the difference 
between success and failure. 

* Berberian, D. A., and Slighter, R. G.; J.A.M.A. 168:2257 
(Dec. 27) 1958. 

In Lanesta Gel 7-chloro-4-indanol, a new, effective, 
nonirritating, nonallergenic spermicide produces im- 
mediate immobilization of spermatozoa in dilution 
of up to 1:4,000. Spermicidal action is greatly accel- 


Gel 


Supplied: Lanesta Exquiset . . . with diaphragm of prescribed size and type; universal introducer; = A 
Lanesta Gel, 3 oz. tube, with easy clean applicator, in an attractive purse. Lanesta Gel, 3 oz. tube with ; of Lanteen® 


applicator; 3 oz. refill tube — available at all pharmacies. 


Manufactured by Esta Medical Laboratories, Inc., Alliance, Ohio Distributed by GEorGE A. BREON & Co., New York 18, N.Y. 


erated by the addition of 10% NaCl in ionic form. 
Ricinoleic acid facilitates the rapid inactivation and 
immobilization of spermatozoa and sodium lauryl 
sulfate acts as a dispersing agent and spermicidal 
detergent. 

Lanesta Gel with a diaphragm provides one of the 
most effective means of conception control. 
However, whether used with or withouta >} 
diaphragm, the patient and you, doctor, can ; 
be certain that Lanesta Gel provides faster ': 
spermicidal action — plus essential diffusion 
and retention of the spermicidal agents in 
a position where they can act upon the 
spermatozoa. 


product — 
ch. 
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Bed of Digitalis purpurea 
with Campanula (Canterbury Bells} in foreground 


Not far from here are manufactured on 
from the powdered leaf ad 
Pil. Digitalis (Davies, Rose) 
0.1 Gram (11% grains) or 1 U.S.P. Digitalis Unit. 
They are physiologically standardized, 
with an expiration date on each package. 
Being Digitalis in its completeness, 
this preparation comprises the 
entire therapeutic value of the drug. 
It provides the physician with a safe and effective 
means of digitalizing the cardiac patient 
and of maintaining the necessary saturation. 
Security lies in prescribing the 
“original bottle of 35 pills, Davies, Rose.” 


Clinical samples and literature sent to physicians on request 


Davies, Rose & Ltd. Boston {8, Mass, 
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®@ Each Geroniazol TT tablet contains: 
Pentylenetetrazol ......300 mg. 
Nicotinic Acid .........150 mg. 


@ Indications: Respiratory and circu- 
latory stimulant for the aged and 
debilitated patient with symptoms 
of mental confusion, depression or 
atherosclerotic psychosis. 


© Supplied: Bottles of 42 Tablets (3 
weeks’ treatment) 
* TEMPOTROL (Time Controlled 
Therapy) 


PHARMACAL COMPANY > 
16, Ohio 
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immortals of chinese mythology: 


Han Hsiang-tzu 


This nature-loving physician achieved immortality 
by falling out of a tree 


TODAY.. 
this trail-blazing steroid is achieving lasting recog- 
nition by its unsurpassed record of accomplishment 


METICORTEN 


METICORTEN,® brand of prednisone, $ mg. tablets. 
SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


You will soon receive in your mail a handmade, full- 
color, three-dimensional figure of this Chinese Immortal, 


mounted and suitable for framing. 
Selering 


Whenever 
the diet is faulty, 
the appetite poor, 
or the loss of food 
is excessive 


through vomiting 
or diarrhea— 


Valentine’s 
MEAT EXTRACT 


stimulates the appetite, 


increases the flow of 
digestive juices, 
provides: supplementary 
amounts of vitamins, min 
and soluble proteins, 
extra-dietary vitamin 
protective quantities of 

>, potassium, in a palatable and 
readily assimilated form. 
Debilirating 
gastrointestinal 


conditions: 


_sPoscoperatively 


"Wa, 


Supplied in bottles of 2 or 6 fluidounces. 


Dosace is 1 teaspoonful two or three times 
daily; two or three times this amount for 
potassium therapy. 


VALENTINE Company, Inc. 


RICHMOND 21, VIRGINIA 
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for treatment of 


Peptic Ulcers 


® Par. Penn. 


and Hyperacidity 


Brand of Hyamagnate 


Neutralizes excess acidity 
Sustains acid-base balance 


Glycamine is a New Chemical Compound 
—not a mixture of alkalis—that re-establishes nor- 
mal digestion without affecting enzymatic activity. 


Glycamine’s CONTROLLED ACTION does not 
Low dosage 
stimulate acid secretion or alkalosis. 
provides prompt 


r e 
NON-SYSTEMIC Glycamine is compatible with lasting eliel 
antispasmodics and anticholinergics. ? @ Only four pleasant 
tasting, chew-up 
hy tablets or four 


Prescribe teaspoonfuls needed 


daily. Each dosage 
GLYCAMINE TABLETS AND LIQUID 
maintains optimum 


Available in botties of 100, 500 pH for 4% hours. 
and 1000 tablets; or pints. 


PHARMACEUTICAL Ss Greensboro, North Carolina 
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Tetracycline Phosphate Complex (TETREX®) 


U.S. PAT. NO. 2,791,609 


in the Therapy of PNEUMONIA 


Preferably, antibiotic therapy should be based 
on pretreatment culture of the offending patho- 
gen, but in bacterial pneumonia the problem may 
well be too pressing to permit the required delay 
of 24 to 48 hours. A differential diagnosis among 
bacterial pneumonias, based on such clinical 
grounds as speed of onset, sepsis and pain may 
guide the choice of antibiotic for initiation of 
therapy. 

Should clinical judgment dictate that antibi- 
otic therapy be started immediately, at the same 
time a sputum sample or a subglottic swab can be 
sent to the laboratory for culture and sensitivity 
studies. If the response to the first antimicrobial 
agent proves unsatisfactory, a reasonable basis 
for changing therapy will then be at hand. 


Choosing the Antibiotic 


Since therapy must be started at once for bac- 
terial pneumonia, it is advisable to choose a 
broad-spectrum antibiotic that quickly produces 
high levels of active agent (e.g., tetracycline 
phosphate complex, TETREX). Such an antibiotic 
probably has the best chance of controlling the 
pathogen, whether it be gram-negative or gram- 
positive. And if the laboratory report shows that 
the invading organism is much less sensitive to 
tetracycline than to other agents. the patient can 
then be changed to an appropriate antibiotic. If 
the difference in sensitivity is slight. then the 
possibility of side effects, sensitization, and tox- 
icity should be evaluated before changing therapy 
to another antibiotic. 

The greatest number of bacterial pneumonias 
are caused by pneumococci. which respond very 
well to penicillin. tetracycline. and chloram- 
phenicol. Also. these antibiotics are usually 
effective against the other gram-positive coccal 
pneumonias. But penicillin is ineffective against 
the viral pneumonias and the gram-negative 
Hemophilus influenzae and Klebsiella pneu- 
moniae. Although K. pneumoniae causes only 
about | to 2 per cent of pneumonia cases on the 
average,’ these are apt to be acute and fulmi- 
nating (Friedlander’s pneumonia), with a high 
mortality rate if not effectively treated. Since 
pneumococcal pneumonia may be difficult to 
distinguish clinically from Friedlander’s. except 
by gram-stained sputum smear, it may be wiser 
to start treatment with an agent also effective 
against Klebsiella. 

Penicillin, however, in addition to having a 
limited spectrum, also causes many minor and 
some serious sensitivity reactions. In a recent 
survey” it was found that penicillin produced 


severe skin reaction. But most important was the 
observation that anaphylactic shock, with a 
fatality rate of about 9 per cent, was the most 
frequent serious reaction. Such severe reactions 
are almost always associated with parenteral 
administration. 

Tetracycline is also clinically effective in pri- 
mary atypical pneumonia.* 

The tetracyclines (e.g., TETREX) have the 
advantage of a broad range of antimicrobial 
activity and low toxicity. And in addition, the 
physician does not have to trouble himself or his 
patients with repeated blood studies when he 
prescribes TETREX. Minor reactions such as gas- 
tric upsets or mild skin rashes occur occasionally. 
The most serious side effects are staphylococcal 
and monilial overgrowth, but these are rare and 
can be adequately controlled. 

No one would deny that appropriate antibiotic 
therapy has greatly reduced morbidity and saved 
many lives of patients with bacterial pneumonia. 
Nevertheless, general supportive measures in the 
care of patients remain important even today. 
Especially in the desperately ill patient, antibi- 
otics are not considered as substitutes for the 
individual evaluation, clinical observation and 
judgment of the physician. 


Some Micro-organisms Susceptible* to 
Tetracycline (TETREX) > 


Streptococcus; Staphylococcus; Pneumococ- 
cus; Gonococeus; Meningococcus; C. diph- 
theriae; B. anthracis; E. coli; Proteus; A. 
aerogenes; Ps, aeruginosa; K. pneumoniae; 
Shigella; Brucella; P. tularensis; H. influ- 
enzae; T. pallidum; Rickettsiae; Viruses of 
psittacosis and ornithosis, lymphogranuloma 
inguinale, primary atypical pneumonia; E. 
histolytica; granulomatosis. 


a Some strains are not susceptible. 

b Table adapted from Goodman, L. S., and Gilman, A.: 
The Pharmaceutical Basis of Therapeutics. 2nd edition, 
New York, The Macmillan Co., 1956, pp. 1322-1323. 


References: 1. Wood, W. E., Jr.: In: A Textbook of Medicine. 
Edited by Cecil, R. L., and Loeb, R. F., 9th edition, Philadelphia, 
W. B. Saunders Co., 1955, p. 145. 2. Welch, H.; Lewis, C. H.; 
Weinstein, H. I., and Boeckman, B. B.: Severe reactions to anti- 
hiotics. A nationwide survey. Antibiotic Med. & Clin. Ther. 4:800 
(Dee.) 1957. 3. Keefer, C. S.: The choice of an anti-infective 
agent. In: Drugs of Choice, 1958-1959. Edited by Walter Modell, 
St. Louis, The C. V. Mosby Co., 1958, p. 135. ; 


BRISTOL LABORATORIES INC., SYRACUSE, NEW YORK 
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Compliments of 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


65 Haywood Street 


ASHEVILLE, North Carolina 
P. O. Box 1716 Telephone 3-7616—3-7617 


a 
logical 
combination 
for 
appetite suppression 


meprobamate plus d-amphetamine 


.. Suppresses appetite... elevates mood 
.. reduces tension ... without insomnia, 
overstimulation, or barbiturate hangover. 


LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


TABLETS 


ron 


‘= 
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= 


Each coated tablet (pink) contains. meprobomote, 400 mg; d-amphetamine suilate, 5 mg. 
’ Dosage. One tablet one-half to one hour before each meal. % 
yes, any rheumatic “it \\ \\ 
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HIGHLAND HOSPITAL, INC. 


Founded In 1904 
ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment procedures—insulin, electroshock, psy- 
chotherapy, occupational and recreational therapy—for nervous and mental! disorders. 


The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western North 
Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic service and therapeutic treatment for selected case desiring non- 
resident care. 
R. CHARMAN CARROLL, M.D. ROBERT L. CRAIG, M.D. 


JOHN D. PATTON, M.D. 
Medical Director 


Associate Medical Director Clinical Director 


SAINT ALBANS 
PSYCHIATRIC HOSPITAL 
Radford, Virginia 


STAFF 
James P. King, M. D., Director 
Daniel D. Chiles, M. D. William D. Keck, M. D. 
Clinical Director J. William Giesen, M. D. 
James K. Morrow, M. D. Internist (Consultant) 
Clara K. Dickinson, M. D. Edward W. Gamble, III, M. D. 
Clinical Psychology: Don Phillips 


Thomas C. Camp, Ph. D. 


Administrator 
Artie L. Sturgeon, Ph. D. 


AFFILIATED CLINICS 


Bluefield Mental Health Center Beckley Mental Health Center 
525 Bland St., Bluefield, W. Va. 2072 McCreery St. 
David M. Wayne, M. D. Beckley, W. Va. 


W. E. Wilkinson, M. D. 
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Doctor 


IS thee MARK of 


IS the SYMBOL OF ASSURANCE OF ETHICAL 


public relations minded handling of your accounts 
receivable and collection problems. 


1S the EMBLEM of sound experience in SERVICE 


to the professional offices. 


complete PROFESSIONAL 


accounts receivable service. 


Here Are the BUREAUS in Your Area Capable and Ready to Serve You 


MEDICAL-DENTAL CREDIT BUREAU 
514 Nissen Building 

P. O. Box 3136 

Winston-Salem, N. C. 

Phone PArk 4-8373 


MEDICAL-DENTAL CREDIT BUREAU 
715 Odd Fellows Building 

Raleigh, N. C. 

Phone TEmple 2-2066 


MEDICAL-DENTAL CREDIT BUREAU 
513 Security Bank Building 

High Point, N. C. 

Phone 3955 


MEDICAL-DENTAL CREDIT BUREAU 
A division of Carolina Business Services 
Room 10 Masonic Temple Building 

P. O. Box 924 

Wilmington, N. C. 

Phone ROger 3-5191 


MEDICAL-DENTAL CREDIT BUREAU 


212 West Gaston Street 
Greensboro, N. C. 
Phone BRoadway 3-8255 


MEDICAL-DENTAL CREDIT BUREAU 


220 East 5th Street 
Lumberton, N. C. 
Phone REdfield 9-3283 


MEDICAL-DENTAL CREDIT BUREAU, 


225 Hawthorne Lane 

Hawthorne Medical Center 

Charlotte, N. C. 

Phone FRanklin 7-1527 

THE MEDICAL-DENTAL CREDIT BUREAU 
Westgate Regional Shopping Center 

Post Office Box 2868 

Asheville, North Carolina 

Phone ALpine 3-7378 


INC. 


PROFESSIONAL 
MANAGEMENT 


DOES YOUR PROGRESS 
SATISFY YOU? 


OFFICES 
ASHEVILLE, N. C. JACK C. PETTEE 
Doctors Bidg. Manager 


TEL: Alpine 3-1483 


J. FORREST JOYNER, JR 
Manager 


SOUTHERN PINES, N. C. 
P.O. Box 818 
TEL: OXford 2-2101 


Affiliated with Black & Skaggs Associates, Inc. 


logical 
prescription 
overweight patients 


meprobamate plus d-amphetamine 


.. depresses appetite... elevates mood ... eases 
tensions of dieting ... without overstimulation, 
insomnia, or barbiturate hangover. 


anorectic-ataractic 


MEPROBAMATE WITH D-AMPHETAMINE SULPATE LEDERLE 


fach costed tablet {pink} comtoin witote, mg. 
One tablet one-half to one hour beiore each meal 


j LEDEBLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 


: 
AL 
< $ : 
= 
2 
“Clans 


April, 1960 


ADVERTISEMENTS 


APPALACHIAN HALL 


ESTABLISHED — 1916 
ASHEVILLE NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, drug 


and alcohol habituat 
Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete laboratory 
facilities including electroencephalography and X-ray. 

Appalachian Hall is located in Asheville, North Carolina, a resort town, wnich justly claims an all around climate 
for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


Wo. Ray GRIFFIN, JR., M.D. 
Rospert A. GRIFFIN, M.D. 


For rates and further information write 


MARK A. GRIFFIN, SR., M.D. 
MARK A. GRIFFIN, JR., M.D. 


APPALACHIAN HALL, ASHEVILLE, N. C. 


BRAWNER’S SANITARIUM 


(Established 1910) 
2932 South Atlanta Road, Smyrna, Georgia 


FOR THE TREATMENT OF PSYCHIATRIC ILLNESSES 
AND PROBLEMS OF ADDICTION 


MODERN FACILITIES 
Approved by Central Inspection Board of American Psychiatric Association 


and the Joint Committee on Accreditation 


ALBERT F. BRAWNER, M.D. 
Associate Director 


JAS. N. BRAWNER, JR., M.D. 
Medical Director 


Phone HEmlock 5-4486 
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depression 


brand of imipramine HC! 


In the treatment of depression lights the road to rCCOVCry 
Tofranil has established the remark- a ae 

able record of producing remission a In 80 per cent of Cases 
or improvement in approximately 
80 per cent of cases.'~’ 


Tofranil is well tolerated in usage— 

is adaptable to either office or 
hospital practice—is administrable 
by either oral or intramuscular routes. 


Tofranil 
a potent thymoleptic... 
not a MAO inhibitor. 


Does act effectively in a// types of 
depression regardless of severity 
or chronicity. 


Does not inhibit monoamine 
oxidase in brain or liver; produce 
CNS stimulation; or potentiate other 
drugs such as barbiturates and 
alcohol. 


Detailed Literature Available on 
Request. 


Tofranil® brand of imipramine HCI: tablets of 
25 mg., bottles of 100. Ampuls for intramuscular 
administration only, each containing 25 mg. in 
2 cc. of solution, cartons of 10 and 50. 


References: 1. Ayd, F J., Jr.: Bull. School Med., 
Univ. Maryland 44:29, 1959. 2. Azima, H., 
and Vispo, R. H.: A.M.A. Arch, Neurol. 

& Psychiat. 81:658, 1959. 3. Lehmann, H. E. ; 
Cahn, C. H., and de Verteuil, R. L.: Canad. 
Psychiat. A. J. 3:155, 1958. 4. Mann, A. M. 
and MacPherson, A. S.: Canad. Psychiat. 

A. J. 4:38, 1959. 5. Sloane, R. B.; 

Habib, A., and Batt, U. E.: Canad. M.A.J. 
80:540, 1959. 6. Straker, M.: Canad. M.A.J. 
80:546, 1959. 7. Strauss, H.: New York J. Med. $a 
59:2906, 1959. 
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immortals of chinese mythology: 


= 


Ho Hsien-Ku 


This gentle maiden became an immortal by her 
unique diet of moonbeams and mother-of-pearl 


TODAY 
this steroid of unsurpassed safety and effectiveness 
holds an enduring place in the medical armamen- 


tarium 


METICORTEN,® brand of prednisone, 5 mg. tablets. 
SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
You will soon receive in your mail a handmade, four-color 


three-dimensional figure of this Chinese Immortal, 
ted and suitable for framing. 


Posture isa pws 


YOU CAN GET FROM SLEEPING... 
THAT’S WHY IT’S WISE TO SLEEP ON A 


POSTUREPEDIC 


Uniformly firm, 
Sealy Posturepedic 
keeps the spine 
level. Healthfully 
comfortable, it per- 
mits proper relaxa- 
tion of musculatory 
system and limbs, 
Exclusive ‘‘live-ac- 
tion” coils support 
curved, fleshy con- 
tours of the body, 
assuring relaxing 
rest that you know 
is basic to good 
health ... and good 
posture. 


A Sagging Look, Feel 
Mattress Can Better On A 
Cause This! Posturepedic 


PROFESSIONAL 
DISCOUNT 


OF $3,900 


Limit of one full or 
two twin size sets 


Please check preference 


So that you as a physician can 
judge the distinctive features of the 
Sealy Posturepedic mattress for 
yourself before you recommend it 
to your patients, Sealy offers a spe- 
cial Doctor’s Discount on this mat- 
tress and foundation, when pur- 
chased for your personal use. 


SEALY MATTRESS COMPANY 
666 Lake Shore Drive, Chicago 11, Illinois 


Posturepedic Mattress 
Posturepedic Foundation each $79.50 


RETAIL PROFESSIONAL 


each $79.50 odd state) $60.00 


$60.00 


1 Full size ) 1 Twin size ) 2 Twin size ( ) 
Enclosed is my check and letterhead. 
Please send my Sealy Posturepedic Set(s) to: 


NAME 


ADDRESS 


“ITY 


ZONE STATE 


J y : 
on 
and for your patien 
vy 
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A private psychiatric hospital em- Staff PAUL 'V. ANDERSON, BED... President 
A REX BLANKINSHIP, M.D., ector 
ploying modern diagnostic and treat- a 
JOHN R. SAUNDERS, M.D., Assistant 
ment procedures—electro shock, in- Medical Director 
sulin, psychotherapy, occupational THOMAS F. COATES, M.D., Associate 
MES K. HALL, JR., M.D., 
and recreational therapy—for nervous 
’ CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist 
addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 


logical” 
adjunct 
to the 


Protection Against Loss of Income 
from Accident & Sickness as Well as 
Hospital Expense Benefits for You and —— 
All Your Eligible Dependents 


anoree tic-ataract 


ALL PHYSICIANS 
SURGEONS 
COME FROM 60 To 


ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


dJandsome Professional Appointment Book sent te AME. AN AMID COMPANY 
you FREE upon request. 


/ 
meprobamate plus d-amphetamine 
eee... | plier 
verstimulation. 
hang ver, 
j 
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INDEX TO ADVERTISERS 


Physicians Casualty Association 


American Casualty In C Readi 
Appalachian Hall LXX]I Physicians Products Company ... XLVII 
Pinebluff Sanitarium ................... 
Brawner’s Sanitarium ............. LXXI_ Pitman-Moore Company ...... .LI 
Brayten Pharmaceutical Company XXI_ OP. Lorillard (Kent Cigarettes) 
George A. Breon _LXI 
Bristol Laboratories ...............XIV, XV, XVI, XVII, <A. H. Robins Company ..... rr XIII, LVIII 
XXX, XXXI, LXVII_ Roche Laboratories .............. ae VI, Vil 
Burroughs-Wellcome & Company J. B. Roerig & Company . St, SER 
Ciba Pharmaceutical Products Co. XX, XXV_ Saint Albans Sanatorium .......... 
Columbus Pharmacal Company Sardeau, Ine. ..XLV 
J. L. Crumpton ................. Schering Corporation ...... “XXXV, LXV, 
; LXXII 
Davies, Rose & Co. .......... LXIII Sealy of the Carolinas, Inc. .- XIII 
Geigy Pharmaceutical - LIII, LXXII G. D. Searle & Co, .............. 
Smith-Dorsey Company .... 
Highland Hospital -........ LXIX Smith-Kline & French Laboratories 4th Cover 
Hospital Saving Assn. of N. C. XXXVII_ E.R. Squibbs & Sons .......................XLH, XLIX, LX 
St. Paul Fire and Marine Insurance LXXV 
Jones and Vaughan, Inc. ; Ail 
Lederle Laboratories .. XXUL, Tucker Hospital ............. Reading 
XXVII, XXIX, XXXVIII, XXXIX, XLIV, 
Eli Lilly & Company ......... XXXVI, Front Cover Valentine Company are LXV 
The S. E. M il C A XLVIII Wachtel’s Incorporated ... = LXVIII 
LXVI Wallace Laboratories ......Insert, V, IX, LIV, XXIV 
Medical-Dental Credit Burea LXX Wesson Oil and Snowdrift : 
Merck, Sharp & Dohme . XL VI. LU, Second Sales Company ............. XVII, XIX 
Mutual of LXI Westbrook Sanatorium . LXXIV 
Winchester Surgical Supply Co. 
P. M. Professional anaes LXX Winchester-Ritch Surgical Co. . 
Parke, Davis & Co. ..........LXXVI, Third Cover Winthrop Laboratories ............... Insert, IV, 


CHOSEN BY MEDICAL 
SOCIETY OF THE STATE OF 
NORTH CAROLINA FOR 
THERE IS A SAINT PAUL AGENT IN YOUR © 


COMMUNITY AS CLOSE AS YOUR PHONE > 


Head Office 

412 Addison Building 
Charlotte, North Caroline 
EDison 2-1633 


SERVICE OFFICE: RALEIGH, NORTH CAROLINA—-323 W. MORGAN ST. TEmple 4-7458 


_ for your complete insurance needs... | 
. HOME OFFICE: 385 WASHINGTON ST., ST. PAUL, MINN. | 
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TRUE BROAD-SPECTRUM COVERAGE 
PROVED CLINICAL EFFICACY) 


“...against most bacteria, Rickettsia, 


In the struggle against sepsis, CHLOROMYCETIN — effective 
Treponema, and some viruses...”"!—has proved a dependable weapon in a variety of infections. 


“Over 90 per cent of staphylococci isolated from infections in most institutions are relatively sensitive 
to chloramphenicol.” In a study of a significant number of gram-negative organisms it was found 
that CHLOROMYCETIN was more effective in in vitro sensitivity tests than were other widely used 
broad-spectrum antibiotics. Moreover, through the years, the incidence of strains of bacteria 


resistant to CHLOROMYCETIN has remained virtually constant and strikingly low.4-7 


IN VITRO SENSITIVITY OF GRAM-POSITIVE ORGANISMS TO CHLOROMYCETIN AND 
TO THREE OTHER BROAD-SPECTRUM ANTIBIOTICS* 


CHLOROMYCETIN (254 strains) 89% 


*Adapted from Leming & Flanigan.* 


| 


OUTSTANDINGLY EFFECTIVE AGAINST A WIDE RANGE OF PATHOGENS 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in a variety of forms, including Kapseals® of 250 mg., in 


bottles of 16 and 100. 

CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been associated with its admin- 
istration, it should not be used indiscriminately or for minor infections, Furthermore, as with certain other drugs, 
adequate blood studies should be made when the patient requires prolonged or intermittent therapy. 


References: (1) Morton, J. J.: Yale J. Biol. © Med. 31:397, 1959. (2) Rogers, D. E., & Louria, D. B.: New England J. Med. 261:86, 1959. 
}) Leming, B. H., Jr., & Flanigan, C., Jr., in Welch, H., & Marti-Ibanez, F.: Antibiotics Annual 1958-1959, New York, Medical Encyclo- 
pedia, Inc., 1959, p. 414. (4) Edwards, T. S.: Am. J. Ophth. 48:19, 1959. (5) Olarte, J.,& de la Torre, J. A.: Am. J. Trop. Med. 18:324, 1959. 
(6) Suter, L. S., & Ulrich, E. W.: Antibiotics & Chemother. 9:38, 1959. (7) Holloway, W. J., & Scott, E. G.: Delaware M. J. 30:175, 1958. 


IN VITRO SENSITIVITY OF GRAM-NEGATIVE ORGANISMS TO CHLOROMYCETIN AND 
TO THREE OTHER BROAD-SPECTRUM ANTIBIOTICS* 


_CHLOROMYCETIN (244 strains) 


* Adapted from Leming & Flanigan. 


& COMPANY .- petroit 32, MICHIGAN PARKE-DAVIS 
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DAVIS 


for your depressed dieters... 


D EXA MYL Spansule’ capsules 


brand of dextro amphetamine and amobarbital Ta blets ‘ EI ixi ¢ 


In overweight, ‘Dexamyl’ helps your patients 
stick to their diets by 


1. overcoming the depression which so 
often causes overeating 


2. relieving the nervousness and irritability so 
frequently caused by strict reducing regimens 


When listlessness and lethargy are problems in reducing, your patients 
will often benefit from the gentle stimulating effect of 


DEXEDRINE® Spansule” capsules - Tablets + Elixir 


brand of dextro amphetamine 


Each ‘Dexamyl’ Spansule sustained release capsule (No. 2) contains ‘Dexedrine’ (brand of SMITH 
dextro amphetamine sulfate), 15 mg., and amobarbital, 1% gr. Each 'Dexamyl’ Spansule cap- 

sule (No. 1) contains ‘Dexedrine’, 10 mg., and amobarbital, 1 gr. KLINE é 
Each ‘Dexedrine’ Spansule sustained release capsule contains dextro amphetamine sulfate, FRENCH 


5 mg., 10 mg., or 15 mg 


| 


